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Fundamentals of Nursing 
INTRODUCTION 


This manual of nursing measures is & collect 
tion of actions carried out by the nurse and in some 
instances by the physician with assistance from the 
nurse , such a manual sets forth action(s) of what -to- 
do , how -to-do-it and why -to-do-it . 

The "why" is made up of many facts and Con- 
cepts which the teacher and the student bring together 
in their discussion of the meaning of the measure . 

The teacher prepares for this discussion the 
same as for presentation of any other contents;So does 
the student . 

In this way the manual becomes & tool the same 
as the textbook end other reference material . It is a 
unique tool if appropriately used ; it helps the student 
gain reasoning abilitv as he sees conmon elements among 
measures and thus develops judzment which will serve 
well during years for practice as materials and methods 


chanzes. 
The Table of contents lists the major sections 


of the manual in order of apperance . 

A measure ( Procedure ) is presented as follow: 
definition , terminologies ( if any ) , purposes , 
equipment , materials and supplies , procedure ( direction 
in order of steps ) , charting and recording and important 
points to remember . 

All measures included in this manual are in 
accordance with the contents of Fundamentels of Nursing 
Course I and II , the practical part . 
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Medical Asepsis 
\ P 
^ a d Up pn 
Asepsis: Is the sbsence of organisms causing disease, 
There are two types of asepsis 


1 Medica? asepsis 
2. Surgical asepsis 
E & P 


Definition of Medical Asepsis 
Refers to practices which help reduce the number anc 


hinder the transfer of diz2ese - producing Micro organisms 
ps one person or pisce tc another. 


These practices ere sometimes referred to as clean 
technique. 


Purpose .- ^ 


1. To prevent the spread of disease - causing organisms 
(germs) and cross - contamination from one person (or 
place) to another. 


2. To protect the nurse or other health personnel from 
disease - producing Micro organisms. 


5. To keep Micro organisms within a given area, 


Terminologies 
„1e Micro organism (organism) 


A tiny living animal or plant that can cause 
diseese, most are visible only with a Microscope. 


2. Pathogen 
——4 . 


A micro organism that causes disease. 
3. Contamination 
Means to make something unclean, such as area, 
equipment, if it contain Micro organisms that cause 
disease, 
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4. Disinfectant 34 
A substance used to destroy pathogens but not 
necessarily their spores, in gerieral not intended for 


use on persons. 


5. Antiseptic 
A substance used to destroy pathogens on living 
object such as skin and mucous membrane. 


— —- ou 


A process by which pathogens, but not spores, sre 
destroyed. 


7. Infection 


cT The invasion of the body by, disease - producing 
; Micro organisms and the body's reaction to their 
presence. 


8. Cross.- Infection , g 
Is an.infection transmitted from an infected 
person or an object to other persons or objects. 
Common practices of medical asepsis that 
we observe in everyday living. 
1. Cover the nose and mouth when coughing and sneezing 
& cough and a sneeze force large numbers of organisms 
from thefouth, nose and throat into environment where 
they may be inhaled by others. 


2. Wash hands before handling food to prevent spreading 
organisms from your hands to the food. 


3. Use individual personal care items, such as towels, 
toothbrushes, combs, hair brushes, shaving gear, and 
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the like. This helps prevent spreading organisms 
from one person to another. 


4. Wash hands after using the bathroom to prevent spreeding 
organisms found in excretions. 


5. Use water fountains instead of public drinking cups to 
protect yourself anc others from orgenisms lodged on 


cups. 


6. Use pasteurized milk that has had many organisms removed. 


7. | License food handlers and inspect public eating places 
for protection from persons carrying diseases and from 
poor practices of hygiene. 


B. Control pests that may spread diseases, such as rats 
and mosquitoes. 


9. Have regulations for immigrants and visitors who other- 
wise may enter the country with infections diseases 
that can spread to others. 


Common Practices of Medical 
Asepsis in Patient's care. 


1. Wash hands before and after giving nursing care or 
after handling equipment and supplies used for care. 


2. Handle discharges as though they always contain path- 
ogens. Discard them promptly and according to agency 


policy. Bandages tissues, and cotton balls are commoniy 


used to absorb body discharges. They can easily spread 
organisms if not discarded properly. 


va 


5. 


10. 


^ 
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Wrap damp or wet items. ‘Such as dressings and bandages, 


_in a waterproof bag before discarding them so that hand- 


lers of trash end garbage will not come ir contact with 
body discharges, 


Discard disposable equipment according to agency policy. 
All equipment used for patient care is considered conte- 
minated after use. 


Flush away contents of bedpans and urinals promptly, 
unless they are being saved for a specimen. With the 
possible exception of remote areas, it is considered 
safe to flush contents into the sewage systen. Sewage 
treatment destroys pethogens. 


Use equipment and supplies for one patient only. 
If they are reused by another patient, clean them 
thoroughly and then disinfect or sterilize them to 
prevent spreading organisms among patierts. 


Cover breaks in the skin with sterile dressings. 
Breaks in the skin are a good portal of entry for 
many organisms. 


Use every precaution to keep food and beverages clean 
and fresh. 


Keep soiled equipment and supplies, especially linens, 
away from your uniform so that you do not carry EUM 
from patient to patient and to yourself. 


Consider the floor heavily contaminated Discard any item 
or clean it if it falls to the floor, before using it. 
Also, disinfect or ster!íl'z. 1. as necessary. 
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11. Avoid raising cust which can carry orgenisms. 
Use a vacuum cleaner and dampened or treated cioth 
to prevent organisms from being carried about with 
air currents. 


12. Do not shake linens. This creates drafts that will 
carry contaminated dist and lint from place to place. 


15. Clean the least soiled areas first and the most soiled 
areas last. This prevents having cleaner areas soiled 
even sore by material from dirtier areas. 


14, Pour liquids to be discarded, such as bath water and 
mouthwash rinsings, directly into a drain or toilet. 
Avoid spilling and splashing these liquids on yourself, 
the floor, and other equipment since they are very 
likely to contain pathogens. 


15. Keep the patient's room as clean, bright, dry, and 


airy as possible since organisms do not grow well in 
such an envirnoment. 


16. If in doubt about whether an item is clean, or sterile 
if necessary, be safe and do not use the item until you 


have cared for it properly to help prevent the spread 
of organisms. 


Common Practices of Medical 
Asepsis in Personal Grooming 


1. Keep your hair cut short or secured well if long. 
Some persons have questioned whether organisms grow 
on hair shafts, but most believe that hair that is 
allowed to hang long on the health workers' uniform 


Fun 


3. 
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could serve as a vehicle for carryiiig crganisms 
about. In addition, many patients find. it offensive 
to have persons. around them with long, loosely 
arranged hair, especially when foot is being handled. 


Wear only plain band rings on duty. Rings with 
stones or grooves are not recomaended primarily 
because they are difficult to keep clecn. Organi- 
ems Can cagily lodge in corners and crevices and 

be carried from person to person. Some people aiso 
are concerned because it is possibla that souge 
atones and grooves could scratch the patient. 


Wear a wristwatch above the wrise high enough on 
the (forearm) so that it does not becom? contani- 
nated when you are giving care. If the watch is 
worn near the wrise and is then pushed up Ligner 
on the forearm before washing the benga and wrists, 
the watch becomes contaminated by soiled hands. 


Do not wear loose - fitting bracelecr that full 
about the wrists ard hands. They can easily become 
contaminated. They may also be a source of danger 
when they catch on pieces of equipmezt,. 


Keep fingernails short and well groonca. The 
surfaces under the nails, ragged naile, ond hang- 
nails are likely to harbor organiszs that are 
difficult to remove but sasily tranenitted to 
others. 


Follow agency polícy concerning tne use of nall polish, 
Chipped poiish offers areas where orzgani:ms ray herbor 
and they ere then easily spread to othe-s.  Algo,having 
chipped polish is poor personal greominz, 
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Definition 


Hand washing is a measure carried out to remove micro- 


and Macro-pathogenic organisms from the skin by using sosp, 
running water, and friction. 


oses: 
To renove the maximus number possible of pathogenic 
organisms present on the skin. 


To prevent.or reduce incidence of cross-infection. 


To teach personnel, patient, and family good personal 
hygiene. 


To minimize. skin infections of the hands. 


Soap in a container or detergent in dispenser. 


A sink with 
a. A foot - controlled faucets, or 
b. Elbow s g a 
c. Hand Li : 


or a large pitcher of warm water end a basin 
Water (preferably warm) 
Paper towels 


Nail file 


Foot - controlled waste container or waste basket, 


Hand lotion or creem. 
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Li WKÉA 
1. Approach the sink, Don't allow your uniform to touch 
the sink during the washing procedure. 
(The sink ts considered contaminatedy uniforms may 
carry organisms from placeé''to place). 


2. Tum on water to a gentle stream. If hans 2 controlled 
faucets are used leave water running throughout the 
procedure. 

(organisms can accumulate on faucets ‘end spread to 
others). 


3. Regulate the temperature of the water so that it is 
comfortably warm, regulate the flow of water so that 
it does not splash from the sink. 


(warm water makes better soap suds than cold water, 
Hot water tends to dry and chap skin by rekoving oils 
from the skin. Organisms can lodge in roughened and 
broken areas of chapped skim. Water splashed from the 
contaminated sink will contaminate your uniform). 


4. Wet the hands and wrists under running water. 


5. Apply detergent or soap from dispenser te hands. 
Spread the soap or it's dauid over entire area of 
hands and wrists. Add water gradually to make 
plenty of lather. Lather the page 


Taye 


(when bar sóüp is used, hold the "ber in your 
hands during the entire washing period),... A 


If the bar is dropped accidently, start the washing 
procedure agein. 


(The soap dish, sink, and floor are considered 
contaminated soap will contaminate the hands). 
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11. 


12. 


H.W./5 


With firm rubbing and circular motions, wash the palm 
and back of the nands, each finger, the area between 
the fingers, anc the knuckles, and wrists. 


Rub finger tips in pals of other hand to push sudsy 
solution under naiis. Repeat this with other hand. 


(Rubbing or friction is important because it 
loosens the germs and dirt from the skin). 
Fe re quM ee UEM MCA IR e 


After washing hands end wrists, rinse the bar well under 
running water and dre» the soap into the soap dish with- 
out touching the dish. 


Clean under the nails with the nail file carefully when 
hands are heavily contaninated and at least once a day 
before beginning work. 


(Organisms can lodge and resain under the nails 
where they can grow and be spread to others. Ifa 
cleaning instrument iz used carelessly, organisms, 
may lodge in injured nreas and cause infection). 


Rinse hand and faucets under running water allowing 
water to flow from the forearm to the finger tips. 
Keep hands slanted downward over sink when rinsing. 


(Gravity will allow water and rinsing to drain 
from one area of lesn contamination (forearms) to an 
area of more contamination (hands) in to.the sink. 
If hands accidently touch the inside of sink, the 
procedure should be repeated. 


Repeat washing procedure as indícated and especially 
if hands are contaminated with blood, pus, or drainage 
from wounds or body openings. 


Dry hands with paper towel or with electric hot air 
dryer, Discard used paper towel in waste basket. 
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14. 


5. 


Ay 


7. 
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If hand - controlled faucet was used, dry hands before 
turning off faucet, then use paper towel to cover hand 
- controlled and turn off faucet. Discerd towel. 


Apply lotion or cream over hands and wrists 


(Lotion helps to keep the skin soft and easier to 
clean. It helps prevent chapping). 


Points to keep in mind. 


Hand washing is a must for all hespitel personnel on 
arrival to the units and prior to leaving. 


Hand washing is most escentiel before and after caring 
for any patient and at indicated intervals during care. 


No jevelry other than the wedding bend should be worn, 
because bacteria can become lodged in the crevices. 
The watch should have a stretch band which will allow 
it to be pushed up on the arm during hand washing and 
other procedure. 


Manicuring and cleaning the finger nails should be 
done prior work ingphours as & part of daily hygiene. 


Manicuring also prevents hang nails end skin abrasions. 


Skin irritation predisposes to secondary infections. 
Rubber gloves help to protect open skin areas from 
becoming infected. 


Instruct patients and their families on the principles 
of good bend washing techniques. 
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BODY cs 


tA . 
Definition : Wop. 06 € 
svi», May mechanios is the term used te deseribe the 
Pay Can CS -aa E a a. 2 
"phyeionl ceerdinatie: rte ef the bedy . (whieh are 


the bonos " feles ies ‘ mérves and the reia ) te 


ensure cerrect pesture and balanced effeetive movenent " 
LOE OL nt) gs) 35 IE 
SREDESEF 2 eae I5 use 


l. Te teop ispertent organs in | heir correct enate- 
UM mieal and phyaiolegieal | position , 8e promoting 
their rormal functioning and preventing injury and 
v2 deforzity e by de- «pelos a 
| 2e To facilitate gcod zmugeular centre] and the smecth- 
Bess "ef sovegent which is so essential im the pree- 
tice ef the art of nursing sy 
3. To Fovo ond work k with minima museular effert . 
4. To "cake goed imíreseien om others and produce a 
NC a z Í La he 
ues ii: ling ef ee = : ae \ 
Tenin2iemr 1.3.) Pe an ee 
l. Pestereits tho reiatiom ef the veriews | perts ef 
NIS the bedy at regt er in amy phase ef “activity . 
cj/9. alfganent:Having part im proper relatieaship te 
SU each other . 
3.  Wesouloskeletal system : The bedys bemes , joints 
end musclcs , 
4. Pot fep >A condition im Which the foot fells 
forward, , the thas often Bein outward ` ji 
5. Decubi tus’ “Gloera: An area ef Mene necrosis 
caused by a laek, of. circulation te the involved 
area . Synonyn “fo presser sore and bed sere . 
6. Remge of motion : The normal ertent ef movement 
i ive "joint Such as adductiem , abduction . 


PuBsares 


pele wa hissdi.. B. Mesh./2 
P ee 
M ~~ t a 
et A~ EC PE see 
gehaning fer ths Zzxzmgs : 


piers’ la. MIT ay ES 


Eeintei: good posture " oe eon posturo reduces 


_Vetrain tud heip prevont injury to the rmsoule- 


3. 


d 


ro 


5. 


skoletal syetem ) . It holps maiztoin belance and 
reep body im good slizamont . 

Stand with ene | fogt fi front of the other in order 
te provide a broad vase of Support ano balones . 
The ptadiity cf the sub sct is greater wher 
these iG» wide tase of suppért . 

Keep the werx a as close, te the body as 
pessible . ( Stretching and Fritos fatigue 


miscules quickly . When stretohing or twisting 
. balance will ae poor, as the line of gravity fall» 


outsido the bodys ‘base of support ) . 

Pace the directien of the movement , turn yeur 
whole body including the feet when changing the 
direetion. ( Twisting the body causes strala en 
tne ruscles ) AS e ee ILS E 

Try to keep elbows close to "the bedy when oarry~ 
ing an object . ( This helps place the lime of 
grevity within the bodys base of support,stretch- 
ing the arm outward while carrying an edject 
strains arm muscles ) . 

Keep the work area at a comfortable height.( when 
the work ie is too high , erm muscles are 
strained by stretching , when the work area is 
teo low , back mscles are strained by bending 
over the work ) . - 

Use the weight of the body both to push and pull 
an objeet , i.e. slide ebjecia . 


^ 
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8. Keep back straight and bend from the hip . 

9.5 Bend knees when lifting so using the strong amd 
long limb muscles instead of the weak short 

. muscles veta the back . MO ul NO Ss E NS 

10. ~Ask fer hsip if the weight you are trying te 
move is 8o heavy. t WEIT Ga LPS oe cu — 

11., /,» Stand and work close ^ to the weight or “Object you 

are trying to lift in order to prevent unnecess- 

ary , strein on the muscles . 

12. Pulling or sliding an objeet requires less effert, 
than lifting 15$ , botsauce lifting necessitates 


eA 


LI 


ANM movies «> ; x p^ e T CC ww 
uiae for th e t 
tte rent sosition A £3) 


l. y Joints should be maintained in a slightly lexed 

S position . Prolonged extension er hyper extention 

s ~ creates undue muscle tension and strain | 2% 5 - 

2. Position< as close as/pessible to the basic ana- 
temical position provide good bedy alignment , 
whieh is , of course , desirable . 

3. Positiens should be changed frequently , at least 
every two hours . Prolomged pressure om ene area 
ef the skin may cause decubitus ulcers . The 
tolerance ef the skim ef individual patient is 
net se orally ty * jp» p^ ew ul NI 

4. All patients require daily. aráin unless it is 


y" medically éóatra dicated . p» 
5. When a pátíent. change his position , his jeints 
should be through the full range ef metion unless 


this too in medically oic ee, 


ET SS C aes 
da gue 


vor 
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pu PHO PLL A Nes (os 
6. Grasp an extrenity at the joint if the patient 
has musele pafR.Gresp an extremity abeve er below 
ttm jeu if the patient hag jeixt pain . 
T. De not allow hands te regt en & pressure ares er 
incision . Ns cs oo ee 
8. If a leg is parelysed , make sure that it ia 
preperly supported during any mevemeat , in sowe 
"imstancert , it may be crossed at the ankle en 
top of tho seed leg. p A L2 
9. Be careful not to banp the patients feet or 
head when lifting hin up er down in the bed . 

10., Imsiruet the patient to lift his head when he is 
-g> U^. being raised or lowered in bed in omer te in- 
¢ d | erease the Sese MAC 9 of T Molumens "vu 

11. Whenever n pationt casxnot help himself to turn 
4 4j 7. amd neye use a change sheet placed fren the 
id shoulder so below the knees te change his pesitica. 


12. , Whenever more then one persen assist the patient to 
" «V7 move, sicuiltaneous notion is required fer patient 
$us comfert, counting "eme , two , more" is a helpful 

. methed of accemplishing this. 

13. Know the patient diagnosis , capabilities and any 
moversnt he is set allowed ,fer example , patients 
whe have had injuries er surgery on bones er 
joints nay net be permitted full weight bearing 
or certain movement . 

14. Expleir te pationt what yeu plan to do then vas 
his ability to assist te the extent pessible to 
desrease edded work for yourself . 


ER i 
NA Ce c) 2 a 
^5 f z PNG d J 
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15. 


M 


"^. E: L7 E. 
Elevate an ae bed Ds as that yeu ere 
working at a level thet ie safe and comfortable 
te you , 
Leek the whcels of the bed wheel chair , er 
stretcher so that they cam not slide about as 
you move the patient . 
Remove obstacles that may make , turning, MOving, 
lifting or carrying mere difficult . Per exemple, 
see to it that such furniture , as ehair, bed 
side table, pillows, and ever bed table are met 
im your way . 


Bawipment «005^ 


1. 
2. 


3. 


It depends on the position in which you are 
placing the patient/, = 
Pillews - large and smell. 

Bed board - if the matteres does net previde 

sufficient suppert , bed beemt may help ve keep 
the patient in better aligument , bed deard 
usually are made ef plywood er seme other firm 
materie] the size varies with the need ef the 
situation pase JAN? Ve 
Hand rell - Im resting pesition , the thumb is 
held away from the hand ( slightly addueted anf 
at a moderate ar.le te the fingers . A rell 
may be a wash oloth er ball secured inte the waa 
san be used te maintain this pesitien . 
Bed sidereils - ere valuable te help patient iz 
meed ef activity in bed,for example with side 
rails in piace the patient can safely rell Bis- 
self from side io side end sit up in bed > 


Pea $i Wc p Pr 


Di a 
n 
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5, Foot broed and foot sleek - art used primerily to 
keep the feet in the rermal walking position and 
prevent foot drop. 

The board is placed between the foot of the bed 
and the mattrese . 
If the patient is short amd carmzot reach the 
beard , a foot block can be used . ( box ora 
wooden block covered with appropriate linen ) , 
6. 7 Cradle - Is a frane usually made of setal end 
j constructed so tb + it can be secured well under 
mattress . It is often used over patiente with 
burns and with fractures of the leg . 

Te ‘Send bags - Are used when an extremity need fira 
support . The leg can be held in good ‘alignment 
by placing send bags alozg side the outer surfac: 
ef leg from hip to the kmeo or ankle . 

When sand bags are properly filled ,they are not 
hard or firmly pecked but pliable enough to be 
shaped to fit bedy conteurs , 

8,  Trochenter Rolls - Are used to support the hips 
and legs so that the ferurs do not rotate out- 
ward . ( folded sheet,terolc oa bath hlamket ). 

9, Doughnuts - Por areas ef pressure . 


Turning , lifting the petiont ard helping him te meve : 


Generally putients assure the positien which 
are most comfortable for them when able to do ,so by 
themselves . It is the responsibility ef the‘ nurse tc 
help them to assume different positions if they are mst 
able to do so by themselves : 

EP. D 
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I. Helping the r;:ient mov: to-the sice 77 the bei : 
— ee ERUIT 2p n SOR - > 
1. The nurse stcnda facing ithe-patieri at the rice 
of the ted toward which she wishes ‘the patient 
"m - , 2- (cd ut 
to move . A owe? IT yt? C gh Po : 
2. She assumes a broad stance with ono ies ferzard 
of the other and with her imees and hips flexed\s' 


in order to bring her erma to the level ef the 
pS bea. ie ae 

3. The nurse places one erm under the shoulders and 

ge neck ef the patient and the other arm under ‘the 
small of the patients back ° ut^ Ls! és 

4, She shifts her body weight from her front foot tc 

y her back foot as she rocks backward t» a crouched 
position , bringing the patient toward her to 
the side of the bed . The nurses hips come down- 
ward as she rocks backward . 

5. The nurse then moves the middle section of the 
patient in the seme manner by placing one arn 
under the small of the patients back and one arm 
under the thighs,then the patients feet nnd the 
lower leg are moved with the seze motion , 

II. Raising the shoulder of the Helpless Patient : 

l. The murre stands at the side of the bed and faces 
the patients heac . She assvzes a wide stance 
with her foot thet is next to the bed behind the 
other foot , 

2. She passes her arm that ie farther from the pa- 
tient over the patients near shoulder, and rests 
her hand between the patients shoulder blades . 


3. In order to rsise the patient, the nurse rocke 


17 


Fundamental of Nursing B. Mech./8 


backward , ehifting her weight from her forward 
foot to her rear foot , her hips coming straight 
down in this motion . 


III. Raising the shoulder of the semi helpless patient : 


l. 


2. 


3. 


The nurse stands at one side , facing the head 
of the patients bed . Her foot next to the bed 
is to the reer and the other foot is forward . 
This position provides a wide base of support . 
She bends her knees to bring her arm that is next 
to the bed down to a level with the surface ef 
ihe bed . 

With her elbow on the patients bed the aurse 
grasps the posterior aspect of the patients arm 
above the elbow , and the patient grasps the 
nurses arm in the same manner . 

The nurse then rocks backward , shifting her wei- 
ght from her forward foot to her rear foot and 
bringing her hips downward . Her elbew remains 
on the bed and acts as the fulcrum of the lever. 


IV. Moving the helpless patient up in bed : ( two nurses ) 


le 


26 


Remove the pillows . Place one pillow against the 
head board to prevent having the patient aeeident- 
ly hit the head beard as he is moved . 

Have the nurses who are faeing each other on 

opposite sides of the bed . 

Place one arm under the patient shoulder and the 

other under his hips . Between the patients hips, 
joint hands under the widest part of the patients 
shoulders and hips . 

Seperate your feet flex knees and lean close te 
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the patient up om a signal rock toward the head 
of the bed while ‘moving the patient up im bed . 


V. Using a draw sheet pull to move a helpless patient up 


in bed : ( two nurses ) . 

l. Place a sheet under the pateint so that it extends 
from his head to below: the buttocks . 

2. Roll the sides of the sheet close to the patient 
se that they may be grasped easily . The wheela 
ef the bed are locked . The patients knees are 
flexed . " 

3. Stand at opposite side of the bed at a point 
near the patients shoulder and chest and face the 
head of the bed . 

4. Have a wide base of support with the leg nearest 
the bed behind them and the other leg in front. 

5. Hold the sheet securely at a peint near the pa- 
tients neck and the lumber region . 

6. Lean first backward and then forward,. As you 
rock forward the weight of your bodies helps te 
slide the sheet and the patient . 


VI. Moving the semi helpless patient up in bed:(two nurses) 


l. The patient flexes his kmees, bringing his heels 
up toward his bu^tocks . 

2. The nurses stands at the side ef the bed, turned 
slightly toward the patient head . One foot is 
a step in front of the other, the foot that is 
closer to the bed being to the rear , her feet 
are directed teward the head of the bed . 

3. The patient places his hend on the nurses should- 
er . The nurse places *he arm neare-t the 
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patient umder the patients milla and the other 
arm holds the head of the bed . 

The patient places his chin om his chest and 
pushes with his feet ag the nurses shifts their 
weight from their rear foot to their ferward feot. 


Vil. Helping the patient turn on his side : 


l. 


5. 


The nurse stands on the side of the bed toward 
which the patient is to be turned . The patient 
places his arm across his chest and his far leg 
over his near leg . The nurse checks that the 
patients near arm is lateral to , and away from, 
his body so that he does not roll upon it. 

The nurse stands opposite the patients waist and 
faces the side of the bed with one foot a step 
in front on the other , 

She places one hand on the patients far shoulder 
and one hand on his fer hip. 

As the nurme shifts her weight from her forward 
leg to her rear leg , the patient is turned to- 
ward her . The nurses hips come downward during 
this motion . e 

The patient is stopped by the nurses elbows,uhich 
come to rest on the mattress at the edge of the 
bed . 


VIII. Turning the patient from his back on his abdomen : 


1. 


2. 
3. 


Move the patient to the side of the bed as des- 
cribed above . 

Put side rail if one nurse is moving the patient. 
Go to the other side of the bed amd place the 
patient arm near you under his buttock with the 
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IX. 


X. Helping the semi helpless patient raise her buttocks: 
ls The patient flexes her knees and brings her to- 


palm up bring his leg over the leg near you 
turn the patient face away from you . 


4. Grasp the patients far hand with your hand and 
“his far hip with your other hand . Spread your 
feet , flex your knees ; plece on foot behind the 
other and gently pull and roll the patiemt toward 


you on to his abdomen . 
5, Move the patient into the center of bed . 


Turning the patient from his abdomen to his back : 
l. Put side rail on the side of bed . 


2. Go to the other side of bed and place the patients 
far band under his far thigh , cross his near leg 
ever his far leg , anc turn the patient's face 


toward you . 


3. Reach under the patient to grasp his far hand, 
Dlace your second hand on his near hip , spread 


your feet , and flex your kmees . 


4A. Pull the patients hand while pushing’ on his hip 
and gently rell him away from you a te his back. 


5. Move the patient into the center of bed . 


ward her buttocks . 


2. The nurse faces the side of the bed and stands 
oppesite the patients buttecks . She assumes a 


broad stance . 


3. With her knees flexed to bring her arms te the 
level of the bed , the nurse püaces one hand un- 
der the sacral area of the patient , her elbow 


resting firmly en the foundatien on the bed . 


2] 
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As ihe patient raises her hips , while her arm 
acts as a lever to help support the patients bu- 
ttocks . The nurses hips come straight down in 
thie action . While the nurse support the patient 
in this position she can use her free hend to 
place & bedpan under the patient or to massage 
the secral area . 


XI. Assisting the patient to a sitting position on the 
side of the bed : 


1. 


The patient turns on her side toward the edge of 
the bed upon which she wishes to sit . ( see the 
procedure for helping the patient turm on her 
side ) . 

After ensuring that the patient will not fall 

off the bed , the nurse raises the head of the 

bed . 

Facing the far bottom corner of the bed,the mise 
support the shoulder of the patient with ene arn, 

while with the other she helps the patient to 

extend her lower legs over the side of -the bed . 

She assumes a broad stance , with her foot that. 
ia toward the bottom of the bed being to the rear 
of the other foot . 

The patient is brought to a natural sitting pesi- 
tion on the edge of the bed , when the nurse , 

still supporting the petients shoulders and legs. 
Pivots her body in such a manner that the patiente 
lower legs are swang . The nurse 8 weight is 

shifted from her front leg to her rear leg. 
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XII. 


IIII. 


Assisting the patient to get out ef bed anà into «@ 


chair : 


l. 


4. 


5. 


The patient assumes a sitting position on the 
edge of the bed and puts en shoes and dressing 
down . 

A chair is Slaced at the side of the bed with its 
back toward the foot of the bed . 

The nurse stands facing the patient , her foot 
that is oloser to the chair is a step infront ef 
the other , to give her a wide base of suppert . 
The patient places. her hands upon the nurses sh- 
culders and the nurse grasps the patients waist. 
The patient steps to the floor , and the nurse 
flexes her knees so that her forward knee is 
against the patients knee = This prevents the 
patients knee from bending involuntarily D 

The nurse turns with the patient while maintain- 
ing her wide base of support . She bends her 
knees as the patient sita:in the chair . 


Lifting the patient from a bed te a stretcher :(Three 


man carry). bc gres 


l. 


The. three who are ta move. tie patient faee the 
side ej the patients bed . Each assumes a broad 
stance , with his foet that is toward the stret- 
vu ne forward . : 

At fue call ef "ene", the three bend their ees 
and place their arms under the vatient.The irst 
person places ene arm under the neck and sheuld- 
ers and the other under the small ef the patients 
back’, The middle person places one arm under the 
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patients hips and the other arm under patients 
legs . 

3. At the call of "two",the patient is turned to- 
ward those who are lifting him . The patient's 
arms should not be allowed to dangle freely. The 
lifters hold him close to their bodies in order 
to avoid backstrain . 7 

4. At the call of "three", they rise, step back(with 
the forward foot) , and walk in unison to the 
stretcher . 

5. At the call of "four", they bend their knees and 
rest their elbows on the stretcher . 

6. At the call of "five", each lifter extends his 
arms so that the patient rolls to his back at 
the middle of the stretcher .. 

7. At the call of "six", each lifter withdraws his 
arms . 


XIV. Assisting the patient to walk 


The normal pattern of walking is te move alternate 
arma and legs . If the patient is quite weak to walk , 
the nurse stands along beside him keeping the arm which 
is near the patient under his arm . The advantage af this 
position is that if the patient feels like fainting, the 
nurses arm slides into the patients Axilla , thé nurse 
throws one foot out to the side to make a wide base of 


support and rests the patient on her hip. ‘“* 
as z wiv 


t. 
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Body Position for comfert 


I. Standing position : 

1. Keep the feet parallel , at right angles to the 

lower leg end abcut 10-20 cm a part . Distribute 
weight equally on both feet . 

2. Bend the knees slightly to avoid the strain of 
locked knees .: TAS 

3. Have abdcmen in.( retracted ) 

4. Hold the chest up and slightly forward and extend 
the waist .. ae 

5, Hold the head eiat with the chin- m Pireba . 


II. Sitting position H 
l. A good sitting position is like that described 


in standing position except the buttocks become 
the base of support on the chair and the knees 
are bent e AD 
2, ~ Support the back at the dorso-lumber junction . 
3, The feet resting firmly on the floor at right 
* , angles to legs . br E 
ux s position : 

Is the position in which patient lies on his back 
with his head end shoulders are not elevated by pillows 
and rolls . 

This position prescribed for patient who have hac 
spinal anesthetics . 


The back lyi ( Supine position ( Dorsal recumbent 


position ) : 
In this position patient lies on his back . 


l. Place a small pillow under the upper shoulder , 
neck and head , This will prevent flexion of the 
cervical spine . 
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Support the lumber curvature of the back by a 
small pillow er a folded towel if necessary . 
Place a small roll under the patients thighs just 
above the popliteal space not directly under the 
knees . If the roll is palced directly under the 
knees and the knees are sharply flexed the pre- 
ssure may slow circulation through blood vessels 
and cause pressure and injury to the popliteal 
nerve . 

Place «and bags to trochanter rolls ( is made 
from a bath towel ) along side the hips ad thighs 
to prevent external rota:ion of the femurs . 

Use a foot board to hold the patients feet at 
right angles to his lower legs in arder to prevent 
foot drop . 

Arrange top linens over a high foot board or 
cradle to prevent them from pressing down on the 
feet . 


Prone position Face 1 osition 


The patient lies en the abdomen with the heed 


turned to one side , put his arms above his head or 
along body . 


1. 


Place pillow under the patient's head . Unless 
physician wishes the patients head on a fist 
surface in order to promote drainage of mucous . 
A small pillow or towel roll under each shoulder 
help to maintain the anatomical position . 

Place & small pillow or pad under the abdomen at 
the level of the diaphragm im arder to give support 
to lumbar curvature and , in the case of the fe- 
male patient,to take weight off the breasts . 
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4. Elevate the patient toes off the bed and permit Ph 
slight flexion of knees by placing a pillow under 
the lower legs . 

Indications : 

a. For examination of patients spine and beck . 

b. In case of back injury or an operation . 

c. Any treatment requiring this position such as 
giving I.M. injection . | 


i e 
Contraindicationg : ` i 


a. Abdominal injury . 
b. Unconscious patient . ' 
c. Difficulty in breathing . 

VI. Lateral position : 

The patient lies on his side with both arms fer- 
ward and his Xnees and hips flexed . The upper leg is 
flexed more than the lower leg . 

1. Place a pillow under the head to prevent lateral 

flexion of the head . 

2. Place a pillow to support the patient's arm to 
permit greater chest expansion and. enables the 

nurse to observe character and rate of his respira- 

tion. 

3. Place a pillow in a length wise behind his back. 

4. Place pillow under the thigh , leg , and foot , 
supporting the upper leg in this manner prevent 
it from falling on to the bed and causing internal 
rotation and adduction of the femur. 

Indicationg : 

a. Take weight off the sacrum of the patient . 

b. To facilitate some kind of drainage . 

Ce For relaxation of patient . 
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VII. Pewlers position : 


It is & sitting position which the head of pa- 


tients bed is raised to at least a 45 degree angle . 


l. 


5. 


Support the back and head with two pillows one 
under the lumber curvature and other under head 
and shoulder . v 

Support the forearms. at patient side on pillow 
prevents pulling the shoulder out of their nor- 
mal alignment . 

Small pillows under the patients thighs permit 
slight flexion of the knees . p 

Support the feet with foot board permits dorsal 
flexion and prevents the patient from sliding to 
werd the foot of the bed . =: 

Weight bearing areas ef the. patient are the 
heels, sacrum and posterior aspects of the illium. 
Give particular attention to the weight-bearing 
areas when giving skin care . 


iudicetiong : 


b. 


Any condition requiring maximal chest expansion 

such as : ij 

1) Cardiac distress . 

2) Respiratory distress . ] 

Any tratment requiring this position ` saeh as 
Voral hygiene , Gastric feeding . 


ES 


"e 


VIII. Semi - Fowler position : m 


Is & modification of fowler position where the 


height of head of bed is about 30 degree angle . 


IX. High - Fowler position : 


It means that the head of bed is elevated about 


90 degree angle . 
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X. Sims position ( semi - prone position ) : 
The sims.position is similar to the lateral posi- 


tion except the patients lower arm is behind his and 

his upper arm is extended above the heed of patient . 

The upper leg is &cutely flexed at the hip and knee , 

and the lower leg is slightly flexed at hip and knee . 

l. A pillow for the patients head will prevent lateral 
flexion . 

2. À pillow placed laterally and in front of the 
patient abdomen will support the patient in this 
position . v 

3. A pillow for the patients upper arm and upper 
leg will prevent adduction of these limbs . 


Indications : 
a. Unconcious patient or inability to swallow . 
b. For free drainage of mucous . 
c. For maximal relaxtion and comfortable sleep- 
ing position for many people . 


XI. Trendelenburg position : 
l. The patient lies on his back. 


2. Elevating the feet and legs while keeping the 
trunk flat on the bed , The head may rest ona 
small pillow . 


Indications : 
a. ~ Post operativly such as » in case of surgery 
on anus . ^ 
b. Shock and hemorrhage . 
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Body position for physical Asseagment : 
Several positions are commonly used during the phy- 


sical assessment. The patient may need assistance to assume 
and retain some of these posítions properly . 


I. Anatomiesl position ( Erect position ) : 


The patient stand with his hand at his sides , 
thumbs adducted and hand turned forward ( supinated ). 
The head is straight ( erect ) . The feet slightly a 
part and directed forward . The knees and fingers sli- 
ghtly flexed . The spine » pelvis , legs and feet in 
good alignment . It is used to assess posture and ge- 
neral appearance and.notices abnormalities.. 


II. Sitting position : 
The position is used to examination of the head 


and neck and the chest and lungs ( back and front EE" 
This position also used for examination of the reflexes, 
the extremities , the head , the neck , the eye , the 
ears , ihe nose and the throat . 


III. Prone position : | 
The patient lies on his abdomen . The position is 


used to examine the back. 


IV. The dorsal and supine position : 

In this position the patient lies on his back in 
bed or on the examining table , his head may be support- 
ed with pillow , and his legs are extended or slightly 
flexed at the knees to relax the abdominal wall . 

This position is assumed for examination of abdo- 
men , the chest anteriorly and the breasts. This posi- 
tion may also be used for examination of the reflexes. 
The extremities , the head , the neck , the eye , the 
ears , the nose , and the throat if the person is un- 
able to sit . 
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V. Sims position : 
The pateint lies on either his right or left side. 

In the left sims position , the patient lies on his 
left side and rests his left arm behind his body . The 
arm is forward with the elbow flexed and the arm rest- 
ing on a pillow placed under the patients head . The 
knees are bent , the right one sharply . In the right 
sims position the placement of the extremities is re- 
versed . oa 

The position usually is assumed for a digital exa- 

mination of the rectum or the vagina . 


VI. Dorsal Recumbent position : 
In this position the patient lies on his back with 


the legs well separated and knees bent » the soles of 
the feet rest flat on the bed or t^ble . One pillow 
may be placed under the head . 

A drape is placed diagonally over the patient with 
opposite corners protecting the legs and wrapped around 
the feet so that the drape will stay in place. The 
third corner of drape covers the patient chest,and the 
fourth corner is placed between the legs. It is raised 
and folded back on the abdomen to expose the part of 
the perineum being examined . 


VII. Lithotomy position : 


The patient ia placed in the same position as 
dorsal recumbent except that the thighs and legs are more 
acutely flexed and the feet are supported in the 
stirruns . The patient s buttocks are brought to the 
edge of the table,draping is the same as for the dorsal 
recumbent position . This position is used cheifly for 
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VIII. 


examination and operation involving the reproductive 
and urinary tracts for both sexes . 


Knee - chest position : 
In this position the patient kneels with the bu- 


ttocks upwards . The patients chest anà head rest upon 
the bed surface » 

Drape patient adequately to prevent emberrassment 
&nd to provide warmth . If the health agency does not 
have special draps » the nurse can improvise with E: 
draw sheet is placed across the patient , so that the 
lower edge just covers the buttocks . The corners are 
tacked around the medial aspect of the sheet,the anal 
area is exposed , The patient will generally need add- 
tional covering for his’ shoulder and a pillow for his 
head . This position is used chiefly in examinaticn of 
the rectum and colon . l 
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Cfo rr RHEIN 
BED MAKING | 
a? 
Definition : eka Cos, ET 
a The process of applying or changing bed Jinens to 


nrovide rest and sleep s» which are two essential factors in 
treatment of illness . LI v Sail 


ad 


Minds o Bedq n xu 


1) Closed; bed : The bed . makin process made after its 
^ m Scaupant.: is karged from MALE EET EE 
infected and properly cleaning the unit. 
be ready for ı new patient. ` UR d 
>) open bed : The bed making process when the occupant is 
EE A able to be up while the bed is been made . 
3) Surgical bed: The bed making: procesa in .which the bed. 
GV an ' -° is prepared to receive a patient with mánimum 
rp disturbance after him return from recovery 
room joo FO? Iw crx IUIS rn 
4) Occupied bed: The bed making process in which the bed is 
Nac /7 made while the pt. is in it .,and a great 
deal of activity 1s contrsindiceted for him 


because he is seriously 111. 


| bjectiveg ;, " (ue AG c ou 
1) To provide a clean and neat environment . 
^) To promote physica] and psychological comfort . ina. 4 


a 


1) To prevent cross - contamination . 


cae 
4) To meke the bed without enm ndis nf tine, energy and 
material .. s3 ID Co cd Xi 


Equipment : `a 00 Se yore 
the bed : There are many varieties of beds used in hospitala, 


most hospital beds are high ané thia permits patient care to 
te given easily without any back strain for the staff , but 
high beds are hazardous for pete who are allowed to get 
out of bed . Por this reason adjustable beds are designed far 
ordinary pts , and special beds e.g. orthopedic bed . 


` 
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ou" 


Bed mattrege :Hompital mattress is moatly covered with wash- 


able water proof covers , which are not removed unless. . 


hr Sacco ste Sd Ma 
camaged et - 1 2 1595€. f 
AN 
RUD 


The pillow : May be firm or soft according to the materials 
used as filling,both types are necessarv- the firm pillow for 


support and the, soft for comfort " e 


eae p 


TY. 


Uma 


Gneets and Blankets n vary Hreatiy in design but are 
made from materials whieh can be "leündered. In many hospitals 
the sheets and bed curtains’ ‘are in matching Werin? 8. 

The blanket should: be light and. warm and should be 


aVred LC E pn 
Closed Bed : Equipment used.in Bed making : 


a. Pillow case, 1 - 2 
b. Bed spread. . 

c. Blanket . 

d. Top sheet .. 

e, Bottom sheet . 25 


Procedure : UBER 
1) Wash your hands beforé selecting linens ,' then take every 
thime needed to patient unit . 
( In order to avoid the spread of microorganism. by ai- 
rect contact, from the soll 4d TEN SO the nurses. ~ hand 


b 


and uniform ) , ; E 
(0) Place. .linen on a straight surface;near foot of bec, arrange 
l items in. order of use, that is 
vi Pillow case » in the bottom . 
^ Bed spread . 
Blanket . 
Top sheet . 
Bottom sheet . 


( Arrange linen in this manner saves time and effort 
latter on ) . | 
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pe ži E e ` 
See that the bed ia flat then adjuet the heicht of the bed. 


E 


as desired. ^ |. coe ES 
Place folded beet. on near side of bed and unfold it with- 
out lifting or shaking or flapping it out. 
Lifting and shaking any items of linen may stir up 
dust and lint which may carry and spread organisms ) . 


\ 


KUCAS mc. LA 3 2 mr. 
With bottom hem even with foot of — depending on 
length of sheet . 
Allow 15 to 18 inches at head of bed to tuck under tnev« tL ress 
With center of sheet at center of bed ( placing the bottom 
sheet correctly is the most important step in bed making, 
never skimp on this allowance to be secure against any 
thing might loosen it . 
Lift the head of the mattress with near hand and pull 
sheet with other hand : 
Nake witered corner at head of mattress . 
Continue tucking sheet under eide of mattress from head 
to foot . 
zo to the other side of bed and tuck the head and the 
side of the sheet in the same way . 
"ontinue same aside of hed place the folded top sheet on 
near side of bed and unfold it in manner described earli- 


er arrange it this wav . 
* 1th upper edge of sheet even with head of mattress anc 


“he rough hem up sive , 
ith center of sheet straight and at the center of the 
Ded. 

‘enter folded blanket on bed , and unfold it so that up- 
rer edge is about 6 inches from head of mattress . 

-uck sheet and blanket under foot of :ne mattress anà -a~e 
e copner.Tuck under mattress at corner but don't tuck it 


Along the aide of tre bed . Allow it to hang free . 
“old the sheet back .ver blanket,making 6 inches :uff a 


et 


t, ead end 
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12) Place folded spread on bed and unfold it as described 
below : 

a. The upper edge is even with head of mattress . 

b. It is centered and hangs freely , covering the sheet 
and blanket completely . 

13) Tuck bed apread under the mattress at foot of bed, make 
corner on near side . 

14) Go to opposite side of bed and repeat steps to complete 
making the bed , 

15) Rest the pillow on foot of bed and draw on pillow 
case in this wey : 

a. Slip your hand inside pillow case and grasp the inside 
seam at end of case . —— 

b. Still holding inside seam » plaoe this seam hand over 
the end of pillow and pull on pillow case . 

c. Pit corners of case over corners of pillow. 


16) Put pillow at top of bed with same side of case to- 
ward top and the open end away from door . 

17) Turn spread over pillow if length is sufficient,other 
wise place pillow over spread . 


Open Bed : Equipment needed : 
The same as in closed bed . 


Procedure : ud i» 

The same procedure plus these steps : 

1) Place pillow at foot of bed . 

2) Turn top of spread over edge of blanket .. v. 

3) Turn top sheet over blanket and spread to make a cuff . 

49 f n - fo1a top bedding for desired or convenient use , 
Stand at side of bed , facing the foot . Using both hands 
to grasp &cross . Cuffed bedding , fan - fold bedding , 
an you walk toward foot of bed . 

5) Replace pillow at top of bed . 
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^ 


den 6? 


Surgical Bed ( Anesthetic Bed ) : Equipment needed : 
The same as closed bed , only we may need disposable water, 


proof sheet or rubber draw sheet . Niere M 3—^ 
Procedure : es 2 
1) Place the bottom sheet in the usual way . 


2) 


3) 


4) 


5) 
6) 
7) 


8) 


9) 


10) 


Place water proof draw sheet to cover and Brertov. the 
upper part of bed . an aes 
( This is done because a short drew sheet is more easily 
changed than an entire bottom Sheet, when the patient 
is náusentad or vomited » therefore he will be less 
disturbed ), . NNI 
Place the ‘top sheet in the usual wey without tucking the 
end of it . 


Place blanket over the top eheet , position bed spread 


“over bianket in the usual way , except do not reget in at 


foot of bed . D Oa ee 
Make cuff at head of bed as described in closed bed . 
Make cuff at the foot of the bed toward the head . 
Go to the side of the bed , where the stretcher can be 
placed most easily bring both corners to the center , 
fold back the cover . 
Grasp the folded covers at the edge of the mattress with 
both hands and fold in your hands on the far side of bed. 
( This is done for these reasons : 
1. To have top covers out of the way for the persons 
transferring post operative patient to the bed from 
the stretcher . 
2. Te have top covers ready to pull over patient quick 
ly so he wont become chilled . ) . 


Place pillow where it will be available , but out of 
the way until needed , leave patient without a pillow . 
Arrange the chair and bedside table to allowreém for the 
stretcher at the side of the bed . 
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Occupied Bed : Equipment needed : ( clean linen according 
to patients needs ) . 
1) Top and bottom sheet . 
2) Pillow case for each pillow. 
3) Linen hamper ( if available ) . 
Procedure : T mus - 
1) Wash your hands before selecting linens . Take every- 
thing needed to patients unit and etack items on chair 
in order of use . 3 4 
2) Provide for privecy by placing screen cr pulling curtains. 
3) Adjust the bed to level position . Remove all except 
one pillow under patients head . 
4) Loosen ail bottom sheets all around the bed . 
5) Grasp the top of the spread and the blanket , fold it 
and put it on near chair . If it is not to he enad renin, to 
fold and bunch it and drop in the linen hamper . 
6) Raise the side guard on the far side, help pt. to roll 
toward ít . Position him in a good side lying alignment. 
7) Fan fold the used bottom sheet to the center of bed and 
close to the patients back . 
A) Place the folded clean bottom sheet on near side of 
bed , unfold it length wise in this manner : 
a. Allow 15 - 18 inch. at head of bed to be tucked . 
b. With center fold striaght with mattress . 
c. With bottom hem even with foot mattress . 
d. Fan fold for half of sheet carefully to patients back, 
smooth these. folds under stpet to be removed . 


9) Tuck the bottom sheet as you vere too p ce cre, 
10) Reise tte side guard on your side and let ths petient 
roll back toward you . Then go to the other side . 
11) Lower side gaurd starting with soild bottom , fold it 
and bunch it as you remove it from the bed . 
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12) Pull clean bottom sheet in place , tuck under mattress 
at head of bed , make mitered corner and tuok under 
mattress along side of bed . — i 

13) Turn patient on his back in the middle of bed . 

14) Place clean top sheet on near side of bed and unfold it 
on top of soild top sheet , have patient hold upper 
edge of sheet while you fold the soilå top sheet to 
foot of bed and remove it . h n 3c 2? rs 
( This is done to prevent exposing * A petient). 

15) Arrange top sheet to extend high enough to cover patients 
shoulders , leave excess at foot of bed . STIR 

16) Before tucking sheet and Sanket under foot ef mattress, 

make a toe pleat to allow room for patients feet when 

blanket 1s used , make the pleat in sheet and blanket 
together . The toe pleat may be made from the width of 
the sheet and blanket this iə accomplished thia way : 

Using both hands , pick up several inches of material 

to form a box pleat under the mattresa at foot of bed. 

( Tight top covers can press the pt. feet down into 

abnormal position causing foot drop to prevent this, 
you can use the foot board or make the toe pleat } . 

Place folded bed spread near side of bed and unfcid 

as described below : 


17) 


a. With upper edge high enough to cover patients shoulée. 


b, Center it so it will hang evenly on both sides , 

c. With excess at foot sf bed to tuck under mattress 
and to loosen over patients feet . 

Tuck bed spread under mattress at foot cf bec . Make & 


corner and do not uck hanging part under sattress. Alic~ 


it to hang free . 
13) Fol top edge of spread down under  s?ge of blanket 
If used turn edge of top sheet down over scread , mèz- 


ing a cuff. 


——— 


E DUM 
St ae j 


20) Go to other aide of bed and repeat steps above to 
finish the second dide of the bed . 

21) Change the piljow case in the same manner described 
in closed bed,sut it under the head of the be^ . 
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MEASURING THE "VITAL SIGHS" 


I Behavioral objectives : 


*hen the student has mastered content in this 
nrocecure , she / he will be able to : 

- Define terms appearing in the terminology . 

- Liat average normal ranges for adults for body tempera- 
ture , pulse , reapiration and blood preasure rates . 

- Describe characteristics of normal pulse and normal 
Teapirations . ; 

- List five situations when obtaining the body tempera- 
ture orally should be avoided . 

- List two situationa when obtaining the body tempera- 
ture rectally should be avoided , 

- Describe how body temperature obtained using three 
different sites . The pulse rate using six different 
‘sites , the blood pressure using two different sites. 

~ Explain how to clean and disinfect a glass mercury 

^ thermometer . 


\ 
ry 0 


II Terminology t’ 
Continued Temperature : A temperature that remains con- 
atant and conmistently elevated and fluctuates very 


~ 


little . eed: 

Crisis : A rapid dro of body temperature to normal . 
Fever”: Above normal body temperature . Synonym for 
Pyrexia . 


Hypothermia : A.body. temperature that is below average 


normal range . S 

Intermittent Temperature : Periode of normal tempera- 
ture broken by periods of elevate? temperature , 

Lysis : The gradual return of body temperature to normal. 


Remittent  Tempepature : An above normal fluctuating 
temperature ° 
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à aque 
Introduction : a beg 
^ The vital signs include the temperature, pulse, 


respiration » and blood pressure . They are the best in- 
dicators of how the body is working . — na 

They are necessary in : PES 

1. Making a diagnosis . 

2. Planning program of care . EZ 


7^3. Seeing how the patient is progressing . 


4. Seeing what is his reactions to specifia medications 
treatment and care. > i 


Body Temperature : 
Is the degree of heat maintained by the body. 


Body temperature normally remaina within a. fairly constant 
renge through a balance between Best production and heat 
less thet is regulated by a thermostat - like arrangement 
in tbe hypothalamus in the brain " 

Body temperature is measured by a olinical therme- 
meter . Thermometer is the instrument used to measure the 
heat of the body . The tip ends "bulb" of the thermometer 
vary , according to the method used to take the tempera- 
ture . 

The blunt bulb thermometer is used to obtain a 
rectal temperature ; the shape of the bulb helps to pre- 
vent injurying or puncturing tissue when it is being in- 
serted . 

There are electric or electronic thermometers 
that measure body temperature in a matter of seconds . 

Another type of thermometer indicates body tem- 
perature by color changes registered on heat sensgtive 
paper . 

Body temperature is recorded either in degrees 


of centigrade abbreviated °c » Or degreesof Fahrenheit 
i 


Sane 
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abbreviated °F to convert one degree from one system to 
another , you need to know the following Formula : 


Fron °C to °F (°C x -$ ) + 325° 
O [9] , o IN 
- From °F to € ("P - 32) a = C b 


Methods of taking temperature are : 


1) By moyth "Oral",which is the most used convenient way. 

2) By rectum "Rectal", which is the most accurate way 
and is used for patients when greater accuracy is 
desired ard when the oral temperature is inadvisable. 

3) By axilla "In the armpit", which is least accurate 
and should be used only when neither of the other 


two methods can be used . 


Norma] body Temperature 5. 


* The average normal"Oral' temperature for adults is 
considered to be 37°C TE 

* The average normal "Rectal" temperature is 37.6°C . 

* And the average normal axillary temperature is 36.4°C. 

* Variations in body temperature occur in each person 
and the range for oral temperature is from 36.5 to 


aT. 5" 0. N us 


wot yp) €: 


Factors affecting body Temperature : 
1) Time of the day : As >> 
Body température has beea observed to be low- 
est during the early morning hours , and highest 
during the late afternoon and -early evening hours . 


1 


2) Physical Exercise r Food and Clima e: ae 
Oe NG NM 
e^ Sf Exercise , life style A emount and cold or 


hot weather may influence body temperature . 


pts Body temperature rises as much as 0.6°C ," app- 


S roximately midway between mensturel periods and drops 


again just prior-to mensturation . 
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Ga 


4) Age and growth hormone :  , "em 


Newborn babies and young children normally have 
a higher body temperature than adults . 
Older persons tend to run a lower than average 
temperature . 
When body temperature is elevated , the pulse 
and respiratory rates usually will be above normal also. 
Pd $i 


pS 


How to read a Temperature : ~ TEE 


1) 


2) 


3) 
4) 


5) 


Stend in a good light in order to read the thermoreter 

correctly . 

Pick up thermometer at the end opposite the bulb, hold 

it between thumb and first two fingers on a level with 

the eyes . Never handle thermometer by the bulb end be- 
cause this is the part that goes in the patients mouth. 

Notice the lines and figures m, the glass tubing . 

Turn the ridge edge toward you , look for the column 

of mercury between the lines and the figure and note 

where it has stopped . 

" Mercury is contained in the bulb and rises in the 
hollow glass tube . Heat expands mercury and -this 
makes it rise in the glass tubing". 

Read the scale to include the degree ( Long line ) and 

the nearest 2/10 of a éegree ( Short line ) . " It may 

be necessary to roll the thermometer slowly back and 
forth to find the mercury". 


Taking the tampereture by mouth : 


It is measurement of body heat by placing thermo- 


meter under the tongue . JF, 


NS 


Purpose : 


To detect any change from normal body function- 


ing , using a simple convenient , and comfortable method. 
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DAO OM 

Souipmert : eu? 

1) Oral med on which ere placed the follow- 
ing articles : ase syle 


&. Container marked "Clean" for clean thermometer . 
b. Container marked "Soild or contaminated" for used 


$ ARX Nea ^ 
thermometers . vibe 2 4k 


c. Closed container of clean , dry cotton ae al Ts 
d. Covered container with disinfectant solution " 1447 
iodine in 70% alcohol " , enough to completely cover 
the thermometers which are disinfected by immersion, 
or any chemical solution of the agencys choice for 

the lengtp, of time prescribed . 

e. Clean óral thermometers » preferably one thermo- 
meter Yor eech patient . 

f. Container marked soiled for used cotton balla or 


( paper bags ) . rte T 
eis BALS 
Preparation of Disinfecting Solution for thermometers : 
For preparing 100 cc of disinfectant you need 
99 cc Alcohol 70% + 1 cc of iodine . aa idee aod 


7 ‘ 


Procedure : ' 
1) Preparation of errs : p 
a. Wash hands . Oe rius te 
b. Into container marke, "clean", place one gauze square. 
c. Into. container marked "soild" or “contaminated” , 
place | e gause square , and soap solution sufficient 
to co er\the length of thermometers . dl 
d. Check clean thermometers to see that mercury is at 
35°C or lower . When necessary, shake down thermo- 
meter this way . ~ 
1. Stand in clear space away from furniture . 
2. Hold thermometer firmly between thumb and first 
two fingers . 


£5 


2) 
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25, Keep the wrist leose ; bring hend upward for an 
tustant , then give tho wrist a quick , vigorous 
jerk dewnward . Repeat if necessary until mercury 
falls to 35°C or below. 

£., Place thermometer into "Clean" container . 

2. Remove container sf disinfecting solution from tray, 
and leave in utility room . 

Taking the Temperature : 

a. Carry thermometer trav to patients bedside . 

b. identify patient . 

c. Explain to the patient what you will do . 

d.. Place the bulb end of the thermometer in the patients 
mouth , well under the tongue , with the stem"Glass 
tube" coming out near the corner of lips. 

Ask patient to press on the stem with the tongue . 

e. Ask patient to keep lips Sioned š 

f. Leave thermometer in place for a minimum of 3 mimtea 
but preferably 6 - 9 minutes . Count pulse and 
respiration while taking temperature.Time each step 
accurately . 

g. Remove thermometer from patients mouth.Wipe thermo- 
meter once from stem end toward the bulb with a firm 
rotary motion with a dary cotton ball. Discard cotton 
bell in paper bag . Direction of wipe is again 
( as always ) from the cleaner portion of  thermo- 
meter to the less clean , as the bulb is highly con- 
taninated with many organisms from patients mouth . 

h. Read thermometer . Shake it down . 

i. Place thermometer in container for used thermometer 
or return to individual container . 

Jj. Write " Record " down temperature ( ani pulse and 
respiration ) promptly on the vital grafic sheet . 
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3) After care of Equipment : | 
When all temperatures have been taken,clean and 


disinfect the thermometers as follow T 

a. Carry thermometer tray to utility room 7 

b. Wash each thermometer under cola ’ running water , 
using soaped cotton ball . Fold cotton ball around 
thermometer and wipe downward with firm rotary mo- 
tion : using friction : 

c. Discard cotton ball after wiping each thermometer . 

d. Rinse each thermometer thorougnly under cold running 
water , " Soap left on thermometer will hinder the 
disinfectant solution in taking effect . 

e. Place rinsed thermometers in container with dis-. 
infectant solution . " Never rinse thermometer in 
warm or hot water ". _ 

f. See that thermometers are completely covered and 
leave for at least ten minutes . 

£. Remove thermometers from the solution.Pick up each 
one by the end opposite the bulb and rinse under 
cold running water as before. This is because the 
disinfectant may be irritating to mouth and un- 
pleasant to taste . 

h. Place in covered container for clean thermometers 
after wiping them with individual cotton balls . 

i. Cover tightly the contniner of disinfecting solu- 


tion and place on tray . 


Points to Remember : 
1) Taking a temperature by mouth is NOT advisable for the 


following patients , because tke thermometer is like- 


ly to be preken which ,mey result in & serious accident. 
: -— 

a. Üncongcióus , ’ irritational , or confused patients . 

b. Mentally iM Br depressed pateints . 


c. Small children po ^ 
d. Patient who must breath through cre mouth . 
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/ 


e. Patient who cough frequently . 
f. Patient who have a reese or a surgery of the 


mouth . 
g. Patient who are "Eoo 111, week | to Rose the thermo- 
meter in the mouth. ` PS E 


,2) Temperature should not be taken" within one half hour 
after food , drink , or medicine has been taken , 

( This is because hot and cold in the mouth has an 
effect on how thermometer registers ) 

3) Always handle thermometer by the end opposite the 
bulb end . NEVER touch the end that has been in the 
mouth with your fingers . "t rete 

4) If the patient is out of bed , have him sit on a 
chair , while the temperature is being taken , 

5) Once each week , discard disinfectant solution , and 

^. sterilize disinfectant container and cover , Place 
Sterile gause square on bottom of container and ada 
freshly prepared disinfectant solution . During the 
week , if amount of disinfectant solution in container 
decreases by evaporation , etc. Add to that which ig 
present from a closed bottle of preparéd solution 
kept in the treatment room. 


Taking the Temperature by ie è 


U^. Isg the measurement of body heat by placing 


€ 
thermometer into the rectum . 


Purpose : t LAE Z 


To measure body temperature : 
1) When a more accurate reading that can be obtained 
by oral method is desired . 
2) When n oral method is contraindicated 3 


" Doa RIE Baa 
& Wa TUM 


5 v 


* NV A 
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Equipment : v,- 
The ‘same as the oral method » plus : 
1) Clean rectal thermometer perferably one thermometer 
for each patient . E foy vd AE SO 
2) Closed container of vaseline for lubrication of thermo- 
metez Be 22 
3) Geuze squares or toilet tissues . 


eee Rit? 
Procedure : 


1) Preparation of equipment : 
Same as for oral temperet:-e . 
2) Taking the temperature : 
B. Carry, thermometer tray to patients bedside . 
b. rar, Duties š , Ya 
c. Explain to the, patient what you will do. f 
d. Lubbíoate the. bulb of the thennometer by using a 
small of lubricating jelly on tásgue wipe . " If 
thermometer is dipped into lubricant , this will 
contaminate the entire supply , making it unfit 
to use for other patients . eat ere 
e. Screen patient . <7 A Gla 


gp: 


f. Put patient in Sims position and turn back top 
covers at “Side of the bed . Do not expose patient 
unnecessarily «`> eo ge oleh 

g. Gently draw buttock upward to expose opening , 
insert thermometer about one inch,very carefully. 
" Do not try to insert thermometer without clearly 

seeing the rectal opening " To 

he Hold in place "for about 2,- 3 minutes. ( Hold the. 
thermometer in place if the patient is confused 

or restless , if the patient is a child or infant 
or if the patient has a tendency to expel thermo- 


) 


meter .) . 


M^ -* 
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i. Remove thermometer , wipe clean from top toward | 
bulb end with clean cotton baits ‘Discerd cotton 
ball after each wipe . 
Read thermometer , and keep the reading in mind. 

k». Place thermometer in container for used thermo- 

meters . 

1. Wash your hands thoroughly . 

. 2m. Leave patient comfortable . 


NES 
c. 
. 


n. Record temperature on patients grafic sheet . 
Indicate rectal temperature by ( R ) over the 
recorded temperature e 

o. Count pulse and respiration then record them , 

3) After care of Equipment : m 
Same as for mouth thermometer, tut use separate 
cleaning articles anc containers for solutions . Do 
not mix mouth and rectal thermometers during clean- 


l 


ing and disinfecting process . 


A- 


ba = 


Points to Remember : , 

1) Never use a mouth thermometer to take rectal tempe- 
rature and never use rectal thermometer to take 
temperature by mouth . = ! 

2) If the patient is restless or difficult to hold in 
position on side , ask for help in taking temperature. 

3) Be sure to wine thermometer clean off grease and fecal 

”. matter before cleaning and disinfecting , Clumpe of 
these. materials on thermometer contain disease organi 
sms and the disihfectant can not reach them inside 
the particles of greasy fecal matter . As a result, 

^ the so called "Cleansed" Thermometer is still soiled. 

4) Temperature by rectum is about 0.6 °C higher than 
by mouth . - 


Parad 


zi 


N 
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Taking Temperature by Axilla : 


PP It is the measurement of body heat by placing 


thermometer under the arm. 


ose : 
To measure body temperature when it is difficult 


or not possible to use the mouth or rectal methods . 


Equipment : qe i + 


Same as for taking temperature by mouth . 


Procedure : 
1) Preparation of equipment : 
Same as for oral temperature . 
2) du | the temperature : jas lus 
ae Ty thermometer tray to patients bedside . 
b. Hoi DR patient . 
c. Explain to the patient what you will do. 
d. Dry the armpit . -U we oL 
e. Place "bulb of thermometer in center of the armpit , 
on the skin directly , with the stem end slanting 
“downward e. | T T. Do tase 
f. Bring the arm across the chest . Have patient press 
arm snugly against chest to keep thermometer in place. 
" If patient is restless or irrational, hold his 
arm against chest". Do not bear weight on chest , 
&- Leave the thermometer in place _for at least ten 


5 "I 
Z c 


minutes , 
h. Remove thermometer, read and record the temperature 


as Axillary temperature ( Ax.) which ia: usually 


0.6°C lower than the oral. DU» : 
i. Clean thermometer in the same manner as when taking 


temperature by mouth . 7 a4 


UC 
B 
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(3.0 Phytimic expansion of an artery produced 
oy increases voiume o2 biood forced ,into it by contraction 
cf the left ventricie et each heart beat . 

This swelling of the artery can be felt with the 
fingers and is called pulse . The pulse may be felt at 
several points where a large artery lies near the surface 
of the body . the pulse is usually counted at the wrist 
just below the thumb . C ur tpi 


Sites for taking the pulse are at the : 
1) Radiel artery . 


2) Temporal artery . " 

3) Cerotid artery . YL), Me 

4) Facial artery «^c, pee 

5) Femoral artery . (2,2 . 

6) Posterior tibial artery ("cz 
7) Dorsalis pedis artery . AS) (gy. 
2) Brachial artery . xe A 


Turpose : 

Tap , 10 determine 

1) Pulse rate : the number of beats per minute.The normal 
rate is between 60-100 beats / min . 

) Rhythm : the time between one beat and the other . 

3) Volume : the pulse can be obliterated with relative 
“ease by exerting pressure on the artery , but it re- 
mains preceptible with moderate pressure . 

4) Tension : the force against the arterial wall. 
BAM wp Ly : 
Factors Affecting Pulse Rate :vfy_ +3 
1) Sleeping : 
4 On awakening in the morning the pulse rate of 
the average healthy male is approximately 60-65 beats/min. 
a) Sex i i d 


y The rate of women is slightly faster about 7-8 
bents/min over thet for men. 


ieu Vp ERE go 
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E» Age . Ma EZ ou cea dee 
Pujse rates vary with age gradually diminish- 
i birth to adulthood and then tending to in- 


crease somewhat in old age . 
4) Body build : 
The body size and build may affect pulse rates. 
5) Disease :j/,^ 
A slow pulse rate is less common during illness 
than & rapid pulse rate but when either is present 
the nurse must report "promptly " 
MUR other. factors which may affect pulse rate 
e.g. emotions , activity » Medication , Ingestion of 


food and hormons etc. aoe 
ev uy, 


Zhythm of the pulse : w PR Ww 
Normally the pulse rhythm is regular ; that is 


the time interval between heart pacts is equal . 
SMS VI VI EP uS LI ML 


Ine volume or Quality of the pulse : 
The degree of fullness of the artery and re- 
Zlects the strength of the left ventricular contraction. 
When this is not pars early easy to do ,the 
»ulse is called: “pounding e od (as bou ica 
If the volume of blood is small and it is very 
easy to stop the feel of the puls , it is called feeble, 


week or thready. Woes y Ce Cp Koo vA 
r r * i i ` Ca 
Procedure : Mii 
1) Identify patient . 
2) Explain to patient what you will do. 
" Do not count pulse immediately after the patient has 
DU 


Me. 


been emotionally upset or after exercise , unless 
this is for a purpose ". fap ento d 
3) See that the patients arm is resting in a comfortebie 
relaxed position over the lower chest unless contra- 
indicated . i eut 
" Do not hold patients wrist upor inAàflexed rosition 


while counting pulse xs E VEA st 
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4) Place the tip of three fingers on the radial artery on 
the inside of the wrist just below the thumb and locate 
the pulse between the tendons and wrist bone e ,| ^ 
" The tips of the fingers are used where the sensitive 

nerve endings are", 

P Avoid grasping patients wrist in palm of your hand 

2 and clamping your fingers tightly around it. Too much 

pressure can easily raise pulse ". 

5) Press fingers against the bone firmly enough to feel 

^ the pulse easily . 

" Never use your thumb as it has a pulse of its own 

which is easily confused with that of the patient ". 

6) When the pulse can be felt plainly, look at the second 

^ hand on the watch and count the beats for one half 
minute and multiply the number by two . This will be 
the rate per one minute . 

f. Réédunt the pulse if you are not sure that you have 
counted it correctly ". oa 

7) Note whether the beat is strong or feeble , regular or 

p irregular . If beat is irregular , count for a full 

', minute vir A. is necessary to obtain rd per, minute. 

jf Report. at once slow mee of under 50 beats per minute. 
Also , report a rate over 100 if this is the first time 
pulse rate has been this high . 

8) Record the pulse rate on patients grafic sheet of the 

pulse . Record on the nurses notes the rate » rhythm , 
volume , tension , and any. other significant character- 


istic . NAP LA MW 5e! sé o£ Nyala 


p, 
Apical - Pulse rate : 
There are times when it is difficult to count 


the pulse rate at the wrist and when using other places on 
the body may be no more helpful . In such instances the 
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nurse may wish to place a stethoscope slightly below the 
level of the nipple on the chest to the left of the breast 
bone and over the tip , or apex of the heart . 


Apical - Radial Pulse : A/R 
1) The apical and the radial pulse rates are teken at the 
same time . vut BDC FAR <> $ 
2) This requires two persons , wu oru os 
3) One of whom listens over the tip of the heart . 
4) The other feels the pulse et the patientó wrist . v YE 
5) They use one watch placed conveniently vetween them $2 
6) They must decide on specific. time to stert counting » 
end count for a full minute > lowe t F 
Ifa difference is noted in the two pulse rates . 
the findings should be reported promptly . [ere 
The difference between the apical-radial “pulse T 
is called the pulse deficit . M oe. 
CUM Y ITA wee FOP wher 
Respiration : ‘Si ub uu 
Is one breath taken in and one breathed out e 


This causesthe chest and sometimes the abdomen to rise 
and fall. , ee 

4-6 The T rS page i por is in the medulla 
oblongata and in the pons & is very Vsensitive to the 
amount of carbon dioxide in *he blood and controls respire- 
tions without our having to :hink about ctreathing.Never- 
theless we can also voluntarily control breathing to 8 


certair extent . 7 Mus AS Coy p (eu. "c 
Purpose : Va ee 

To determine rate , depth and character of re- 
spiration . n n» 


Respiratory Rate : Cp o2 
Normally healthy ecults hregadbe ererexi--telr 1 


-— 


Mn 
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It has been noted that the relationship between 
the pulse rete and the respirator)rate is fairly consis- 
tent, in normal persons the DRILO is 1 TEBDAIRAOIM rete to 


4 or 5 herrt beets. “as Ly Vv» oe Pa 
S RM > ne wR PIDE 
Resniratorv De»oth: 


The depth of respiration is referree to ns sre- 


llow or ceep, denending on whether the volume of air tekon 
is below or ebove normal for that person. 

Norrel "esrirction: C—7 jiu», 

que Créirerily, breathing is avtometic ane resniro- 


je 
tions fre noiseless, regular; even end without effort. 
Between eech respiration, there is n short resiinz rerio, 


Procedure: We AL co V casty 

1) Pesniration mst be counted without the mtient know- 
inc it. (Breathing is easily controlleé by the inci 

vidual, end it is difficult for the retient te 

breathe naturelly if he krors respiration is eing 
counted). GIÁ VA em ol ds e 

2) Leave your hend on the wrist nfier vou finish count- 
ing the pulse. 

3) Watch the respiretion ena count them by lookinz Rt 
the eit or KS ren ès it rises erà felis. 

4) Count resnirati ons for one helf minvte br the second 
hone on the vetch., lultinlvy the rorber bx tro, this 
vill be the reenirntor: rate ner PME od 


monori st once a chre in wreathing such ns brostt- 

—— no ere, m 

ing which seems jpbored, veinful, or wualty noisr, 

Report elsi ‘chenre in rete of less thon 14 or rere 
morie ees. fe ~~ ^ 


than n 2A Ter rinute", 
5). acari rate for one minute on netiert's sheets pne 


N nurse's notes. 
(Rete, óenth end my ebnormel characteristic of rəs- 


niretions). 
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INDIRECT AUSCULTATORY ARTERIAL BLOOD PRESSURE DETERMINATiON 


Definition : 

The measurement of the force of the blood as it 
pushes against the walls of the arteries by a brachial cuff 
communicating with @ mercurry manometer via a rubber tube. 


Purpose : p e 45 

1) To aid in diagnosis and prognosis . 

2) To ascertain the condition of the circulgtory mecahnism 
such as the workings of the valves of the blood vessels, 
the muscular tones or elasticity of the heart . 

3) To acquire information about the volume and quality and 
viscosity of the blood. 


Bquipment : 
1) A sphygmomanometer. 


2) A stethoscope . 
3) Alcohol sponge in a contairer of alcohol . 


There are three types of manc:. *rs in use : 

1) Mercury manometer : Which is an instrument that measures 
pressure with the use of mercury . 

2) Aneroid manometer : Which measures pressure without using 
a fluid. 

3) Electronic blood pre pressure meters : Which translate blood 
pressure into ( beeps a j iat can be heard , Making a 
stethoscope unnecessary . 


Procedure : 
(1) Preparation of equipment : 
a. Wash hands to prevent the possible spread of infec- 
tion among patients. 
b. Select the proper size of cuff according to the dia- 
meter of the patients arm. 
c. Check your equipment : 
Inspect and test the sphygmomanometer for : 
1. If there is sufficient mercury to pump te tne tep 
of the menometer . 
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2. If mercury holdsat a given point when the valve 
‘is closed . 

3. If the valve screw operates smoothly, it should 
neither stick not be too loose . 

4. If there are leaks or tears in the cuff all that 
could be done by the right hand close the con- 
trol valve and pump air into the:cuff until co- 
lum of mercury rises . 

Wipe tho ear pieces.of the stethoscope with alcohol 

eponge . This is done t. prevent c-:oss infectio2 

between medical personnel . The alcohol solvent ac- 
tion helps in removing the sebaceous secretion of 

the ears from the ear pieces . 

Take the equipment to the patients room and place 

them on the bed-side tabie or overbed table.These 

areas are used since the mercury manometer should 
always be placed on a flet ( even , level) surface 
so that it will be in a vertical position when read- 
ing the scale , This is because the mercury tube is 
graded vertically . 


(2) Preparation of patient : 


Ae 


Explein the procedure to the patient.If the patient 
is assured that the procedure is relatively simple, 
and not at all painful , he will be less apt to 
become nervous or to show concern of which teac- 
tions may cause the blood pressure to rise . 
Lossen or remove the sleeve of any garment if the 
patient is wearing . A tight sleeve may constrict 
the arm or make it impossible to apply properly . 
Have the patient in a comfortably lying or sitting 
position , with the erm abducted, slightly flexed, 
and supported with a smooth firm surface with the 
brachial artery at a level with the heart ( fourth 
intercostal space at the sternum ) with the palm 
upward . 
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The lying position is recommended as muscular 
effort or exercise.generally raises the level of the 
arterial blood pressure.. The-arm is placed at heart 
level , because the work-load of the heart is increased 
when blood must be pumped against the force of gravity. 
So if the artery is above the level of the heart , the 
systolic and diastolic preasures tend to be erroneously 
low , where as the opposite is true when the artery is 
below heart level..-The position of the forearm and 
palm, place. the brachial artery so that a stethoscope 
can rest on it conveniently in the antecubital area . 


(3) M Measuring the blood Pressure 


le, Place yourself so that meniscus’ of mercury can be 
“read at eye level ,. and no more than 3 feet away , 
' preferably sitting on a chair . Sitting assures that 
the nurse will teke plenty of time to measure care- 
fully , and it also allows the nurse to easily read 
the manometer . If the level is above the meniscus, 

perallax will give an in inaccurate reading . 

( A distance of more than 3 feet will result in an 
inaccurate reading » Parallax is the apparent 
change of position of an ‘object ‘when seen from 
two different points . For instance, if the mer- 
cury level is hjgher than eye level, the read- 

.ing would be higher than it actually is . One 
Should be aware of any limitation in her visual 
acuity .) . 

2. Place the cuff so thet the inflatable bag is cen- 
tered over the brachial artery so that the lower 
edge is -2 inches above antecubital fossa , and 
apply it evenly and sungly around the arm . 

( If the cuff is not applied properly , it may 
bulg or slip; it will not compress the artery 
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&dequately , end ihe pressure réading will be in- 
accurate . If the cuff is placed too low on 
the arm , it may rub against the stethoscope and 
produce noises that make it difficult to obtein m 
accurate reading ... 

The inflatable bar is centered over the 
brachial artery in order to &»"ly direct nrrecsure 
on it to shut off the flow of blood rhen inflatin» 
the cuff. If it is not nlsced Cirectly over the É 
artery, the pressure within the cuff necessary to 
occlude the ertery vill be excessively hich. 
Palpate the radial pulse . Then inflate cuff until 
the radial pulse disappears . Note this point on the 
manometer . Then rapidly deflate the cuff completely. 


"permit one or two minute to pass to let conrested 


4. 


5. 


6. 


blood pass before next sten. 

Place the stethoscope earpieces in the ears so that 
they point forward . Ear canals run forward . By 
this , two factors of prime importance : Leaks and 
occlusion , due to the improper fit will be avoided 
so decresing measurement error due to instrument . 
Use the finger tips to feel for the area of maximum 
pulsation in the antecubital space . Accurate blood 
pressure readings are possible when the stethoscope 
is directly over the artery . The area of maximum 
pulsation can be located midway between the: epi- 
condyle and the tendon . 

Place the stethoscope on the brachial artery in the 
antecubital space where the pulse was noted , The 
stethoscope head should be applied firmly, but with 
as little pressure as possible , and with no ‘space 
between the skin and the stethoscope . 
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8. 


9.. 


10. 


ll. 


12. 


13. 


» 
[1 


Sound transmission can be distorted when 
source and receptor are miseligned . Heavy pressure 
will distort the artery and produce sounds heard be- 
low the diastolic pressure . 

Pump the bulb of the manometer until the mercury 
rises to approximately 30 mm above the point where 
the radial pulse disappeared . 


Using the valve on the bulb, release air slowly so 
. that the mercury falls about 2-3 mm per second, 
(Note on the mercury the point at which the first 
sound) is heard, record this figure es the 
systolic pressure. "m 
Continue to release the cuff pressure , listening 
closely for & change in the intensity and quality of 
the beats . Usually , they ensi di d dull and 
muffled , then cease , ES 
The point of complete ceasation of sound is consider- 
ed the best index of diastolic pressure . 
Open valve completely , allowing the remaining air 
to escape quickly , This is done to relieve the 
patient of the discomfort of venous tension in his 
lower arm . 
Remove the cuff from arm. Fold cuff and place in 
its container . 


: Assist the patient to comfortable position . 


Wipe the stethoscope earpieces with alcohol sponge 


: te prevent. cross infection between medical personnel 


. if used next times wiping them , The alcohol solvent 


14. 


action helps in removing the sebaceous secretion of 


the ears off the earpieces . 


Record date , time , reading , and whether the left 
or right upper arm is used , blood pressure differs 
from an extremity to. another . On the initial 
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15. 
16. 


examination it is usually best to record the pressure 
in both arms , using abbreviations:, i.e. , Re Ae , 
140/82 ; Le A. 152/86 . In subsequent exeminations the 
arm found to have the higher pressure initially should 
be used . 

Take equipment to utility room or storage . 

Wash bands . 


Points to Remember : 


l. 


Concentrate on the sounds youre hearing. Ask yourself 
if youze hearing a true cardio-vascular sound , or a 
simple noise . 

Concentrate on the immediate reading only . A nurses 

reading is often influenced . 

a. À tendency to read to the nearest 10 mm . Mark on 
the menometer . 

b. Her previous reading on the' patient . 

Ce Her preference for a level she believes to be average 
or normal ( for example , a reading of 120/80 or 
90/60 for the normally hypotensive postoperative 
patient ) , 

d. Her preference for a certain.terminal digit . 

While the blood pressure is being recorded , there 

should be no hesitation and the measurement should be 

made smoothly . 

You should not display concern or suprise 
by facial experssions or other mannerisms . Many: pa- 
tients observe the physician or the nurse carefully 
while he is recording the blood pressure in an effort 
to get an insight into the level of the blood pressure 
recorded , The patient might interpret as indicating 
that something is wrong , or that his blood pressure 
is abnormal , a reaction may produce a rise in arterial 
blood pressure in a few seconds . 
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4. 


3 


4. 


Any time you have difficulty getting a satisfactory 
reading .Don't hesitate to ask the headiNurse or the Pry- 
sician for help . They may be able te assist by 
listening with you through a stethoscope with two 

sets of earpieces . 


The blood pressure is usuelly lowest early in the 

morning before breakfast end before activity starte. 
The cuff should be of a size appropriate for the pa- 
tient otherwise , blood pressure may be inaccurately 
measured . A common width is that the cuff should be 

20% wider than the arm or leg.For the average adult, 

a width of 12 to 14 cm ( approximately 4.5 to 5.5 

inches ) is usually satisfactory for the erm. 

Blood pressure may also be obtained in the thigh by 

using a larger cuff . 

a. The patient lies on his abdomen . 

b. The cuff is applied with the compression bag over 
the back side of the middle of thigh. 

c. The stethoscope is placed over the artery in back 
of the knee called the popliteal space. 

d. The systolic pressure usually is a little higher 
when measured in the thigh than when measured in 
the arm , but diastolic pressure is about the same. 

Áfter the characteristic sound for diastolic pressure 

is heard all sounds may disappear immediately or some 

sound may continue even down to a zero reading. Some 
health agencies -^-^"23ro the point at which all sound 
disappears should also be noted and recorded as follows: 

120/80/76 . The number 76 indicates the point at 

which ali sound disappear , If sound should be reard 

down to zero , this would be recorded 120/80/C . 
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Recording the vital signs : 
The menner in which vital signs are recorded 


depends on the health agencys policies . 

Form attached is an example of a form used to 
record vital signs in Medical City “Hospital and most 
Iraqi hospitals . 


There are two types of charting : i 
1) 4 Hourly chart . 

Oe 
2) 12 Hourly chart . 
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Fundamentals of Nursing Surg. Asep./1 
SURGICAL ASEPSIS ( Sterile Technique ) 


Terminologeis : 
1) Asepsis : Means the absence of organisms causing dis- 
eases . s S 


o: f ie 
ee 


2) Surgical asepsis : "Practices that ri nass and keep ob- 
jects and areas free of all microorganisms . 

3) Sterilization : A process by which all microorganisms 
including spores , are destroyed . 

4) To contaminate : To make something unsterile or wn- 
clean e om CA 

5) Disinfectant : A substance used to destroy pathogens 

P but not their sporses . 

In general , not intended for use on persons e.g. it 
is used for insruments only. . . 
Y> DE "x PES ex vow 

( Guide lines practices of surgical asepeis ) 

1) Dont walk away from or turn from a sterile feild,this 
will prevent contamination while the field is out of 
the workers view , ^-- "NE us 

2) Avoid talking , sneezing. or éoughing over sterile field 
or object . E ib TM 
( this will help prevent contamination by droplets from 

the nose and mouth ) .. 

3) Hold sterile objects above the level of the waist this 
help keeping the object in sight, thus avoiding acci- 
dental contamination . NE SP 

4) Open sterile package so that the edges of the wrapper 
ere directed away from the worker , in order to avoid 
the possibility of sterile surface touching the uni- 
form and to avoid reaching over sterile field . 

5) Avoid spilling solutions on a cloth or peper of sterile 
set up . The moisture will penetrate through tke 
Sterile field , carrying organisms with it , ang cor- 
taminate the field , A wet field is always corsiderec 

NE 
—— "12 
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j 
contaminated when the surface immediatly below it 
is not sterile . 

6) Dont reach over a sterile field , clothes are not 
sterile and could contaminate the field by touching 
it or by dropping particles of lints or dust on it. 

7) Do not use equipment or supplies if there is any 
doubt about there being sterile . 

8) Hands can not be sterilized , therefore , handle 
sterile equipment and supplies with sterile forceps 
or vith the hand after putting on sterile gloves . 

9) Avoid drafts from open windows , fans air condition— 
ing units , and so on near sterile field . The air 
currents may carry organisms to the sterile fiela 
and to the patient . aJ o £2 


10) Masks and gowns are used in delivery room and operating 


rooms as a part of surgical aseptic techniqe in the 
units . 
Soe UU Ne 
Handling sterile transfer forceps,and sterile containers. 
Transfer forceps (cheatel forceps) are instruments used 
to handle supplies and equipment, sterile forceps are 
used to handle : 
1) Sterile equipment and supplies so that they are not 
~~ contaminated by hands . 
'2) Unsterile or clean forceps ARR times used to 
^" handle contaminated equipment and supplies in order 
that the hands do not become heavily contaminated , 


Using sterile forceps : 
Using sterile forceps that gre stored in a con- 


tainer of disinfectant and managing sterile containers : 

The purpose is to manage sterile transfer for- 
ceps and sterile cover containers and their contents re- 
main uncontaminated . 
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Practice : 

1) Keep only one sterile forceps in the container of 
sterile solution to prevenj$ accidentally touching 
the sterile parts of one forceps on the handle of 
the other while removing it from the container . 

2) When removing forceps from the container, keep the 
edges together and lift the forceps with out touch- 
ing any part of the container . 

3) Hold the forceps with the edges pointed downward 
to prevent solution from the container on the edges 
from flowing from the un:terile handle to the ste- 
rile parts. 

4) Gently tip the edges together directly over the 
container to remove excess solution, do not tip the 
edges on the edge of the container . 

5) Resterilize the forceps and its container and fill 
it with fresh disinfectant at least daily . 

6) Renove, the cover of E ster ile container only as 
necessary and for as "brief & time as possible . 

7) Resterilize the forceps and its container at reguJ.ar 
intervals according to hospital routine , or at 
least every 24 hours . E 

pe! esate y 

Methodsof disinfection and sterilization : 

There are several basic guides to help the 
nurse select a proper sterilization or disinfection me- 
thod e 2.0 g age 
1) Be sure sael: which microorganisms are present . 

Some organisms are easier to destoy than other spores 

and the microorganisms causing T.B. are especially 

difficult to destroy , while the microorganism caus- 
~ ing the common cold is easy to destroy . 

2) Clean items properly before disinfecting or steriliz- 
ing them because when organisms are protected under 
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leyers of grease or oil or are in blood and bus diac 
infecting and sterilizing items becomes mare difficult 
and therefore less safe . 

3) There are some items used LEGE certain procedures must 
ve sterilized such as cathéter, ,néédles p it must be 
cleaned thoroughly first and then completely  coverd 
with solution or exposed to steam or gas when dis- 

infected or sterilized . 
j* VEZ — 

Types of disinfection or sterilization : 

1) Chemical sterilization : 

Use chemical solution , there ere variety of 
chemicel solution for disinfection and sterilization. 
Hospitals elso differ in their choices it is re- 
commended that you examine those used in the hosnital. 

2) Physical methods of steriliz^tion oanó Cisinfection 

LES 
1. Heat use : 
a. Steam sterilizer:use moist heat : 

1- Autoclave . 


E 


2- Pressure cooker . 

b. Dry heat or hot air sterilization e.g. : 
l- Oven . 
2- Iron. 


3- Prane „e 
P vy >! 

Cleaning “supplies and equipment : 

1) Wear gloves if items are heavily contaminated or if 
you have any break in your skin . 

2) Rinse items first under cool , running water ; hot 
water causes many substences to coagulate , that is 
to thiken making them cifficult tq remove . 

3) Use hot water and soap or detergent for cleaning pur- 
poses . Hot water and sonp break up dirt into things 


that erm be more easily rinsed off with water . 
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4) A sponge @ cloth may be used for many purposes, they 


5) 


6) 


7) 


8) 


bd 


9 


10) 
11) 


12) 


create friction that helps to loosen dirt and organisms. 
Use brash ag necessary to loosen dirt . A brush is 
xcd err to o get into small grooves and joints instruments. 
Force Sudsy "water through reusable needles to loosen 
dirt . Alcohol or ether may be used elso and wili help* 
to break up Oily substances . 

Disassemble ( geparate ) and rinse reusable needles . 
end syringes immediatly after use, this prevents part P 
from becoming locked toge ‘ther, m 

Rinse items well under runníng water after cleaning 
with soap , or detergent water , this will loosen 
dirt and organisms . 

Avoid splashing or spilling water on yourself or on 

the floor or other equipment during procedure . 

Dry equipment well to prevent rusting oe 

Consider your hands heavily contaminated after clean- 

ing equipment even when you wear gloves and wash them 
properly , x? Ra e 

Handle gloves brushes , sponges , cleaning clothes, 
and water as contaminated and clean or discard them 
accordingly to prevent the spread of microorganisms. 


T. 
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SURGICAL SCRUB 


The surgical scrub renders the hands and arms as 
free of contaminents as is possible with mechanical and 
chemical means . Fer ESE IE PES E 

The ereectiveneus of scrubing is dependent upon 
mechanical action which helps remove organisms from the 
ducts of the sebaceous glands in which they grow . 

As yet no means of rendering the skin sterile is 
available . The effectiveness of scrubing used’ ‘should be 
chosen to fit the surgical procedure planned.Àn agent that 
acts slowly but overa long period sf time is preferred when 
long procedures are planned . A rapid-acting agent is pre- 
ferred for shorter procedures . 

The scrub system used varies with Institutional 
policy and individual preferences , Some prefer a scrub 
timec by the clock ; other used a counted-stroke method ° 
The time of the  gorub or number of strokes used varies also. 
his | is affected by the Cleansing agent used , the lenght 
of time between scrubs , the amount of contamination pre- 
sent,end use of nreliminory wash or scrub or both,cifference 
of opinion exist concerning whether the scrub should extend 
to or above the elbow , whether a chemical rinse sheal fo- 
llow the scrub , and what solution or solutions should be 
used for terminal rinsing . New systems of scrubbing are 
being investigated . If the system used is uniform micro- 
bial studies can be obtained and used to determine when 
changes &re indicated . 


ioc 


4T 
eraldi for Scrubbing 

“he nvrce bering the sursical scrub sfter she 
or he is resse enpronrietely for the oneratins room. 
This reens trat the nurse is wearing, igge sy ^ 
1) a clean surgical dress . 2) conductive foot were . 
3) a “Cap that covers her heir completely;and 4) a ‘Mask that 
covers her mouth and nose .......... If during the scrub 
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technique , eny part of ith? hands of forearms touches the 
sink , faucet , or an unsterile object or surface,the nurse 
rust begin the scrub again ....... For all the described 
Scrubs , the nurse holds her hands and arms upward so that 
these parts are above the level of the elbow with tbe hands 
and arms held upward , water used in scrubbing will drip 
from the elbow . Washing , scrubbing , and rinsing activ- 
ities proceed from the finger tips toward the elbow . Prior 
to beginning to scrub , the temperature and rate of flow of 
the water are adjusted to comfort of the practitioner, water 
is left running throughout the scrub . Several methods of 
scrubbing are described , Variation from these will occur , 
depending upon where the nurse is employed . oe 


Methods oi Scrubbing 
Routine Scrub ( Long, Scrub ) 


aw tyres J J 


Using the time method , ees oe 

1) The nurse wets the hands and arms thoroughly and. applies 
the cleansing agent . AG 

2) To remove surface contamination , wash from the finger tips 
to the elbow , taking about one minute . 

3) Then rinse the hands and arms ; again. proceeding from the 
fingerti 8 to: ; the elbow, end apply more cleansing egent.. 

4) A sterile brush or Sponge adds gentle friction, scrubbing 
proceed in short or circular strokes until the entire area 
is covered , about 4 minutes . 

5) The nurse adds water as needed to increase the lather. .: 
soap AE used ,, add additional acap. fort the same purpose . 

6) Discard the brush and clean the nails “with. a sterile. file 
or orange wood Stick , then this .is discarded. 

7) Rinse the hands and arms thoroughly . 

8) Apply more cleansing agent and use another sterile brush 


! 


to scrub all surfaces of the hands and forearms for four 
more minutes . 
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9) Rinse again and use a sterile towel to blot the hands an 
arms until they are ary . 


iA PA 273 E 
The Counted Stroke Method 
"his differs from the timed method in that the 
hands and arms are scrubbed with a specified number af strokes, 
The nurse begins the scrub with initial washing and rinsing. 
A suggestion for the first scrubbing is as follows : 
1) 20 strokes to the nails. "E 
2) 10 strokes to the surfaces of the fingers end nails . 
3)a0 strokes to all surfaces of the arms . The nurse does a 
second scrubbing with another sterile brush after rinsing 
and cleaning the nails . Apply counted strokes during the 
second scrub as follows : 
1) 10 strokes to the nails . 
2) 10 strokes to the surfaces of the fingers and hands . and 


3) 3 strokes to each surface of the arms . 


Short Surgical Scrub 
The nurse uses the short surgical scrub between 


cases when contamination has not occured , and must keep the 
gown and gloves on until this scrub is begun . 

Following the timed method,after the nurse removes 
the gown and gloves,l)The nurse wets her or his hands and 
forearms thoroughly 
2) Applies the cleansing agent . 

3) And scrubs the areas with a sterile brush for 3 minutes . 
4) Discard the brush . 

5) Rinse the hands and arms thoroughly , and, 

6) Dry them with a sterile towel . l 

Using the counted stroke method, after wetting the 

hands and arms , the nurse , 

1) Applies the cleansing egent . 

2) Cleans the nails and use a sterile brush to stroke the 
naiis 20 times . 
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3) The surfaces of the fingers including the nails 10 times, 
and , 
4) The suffaces of the arms 6 times . 


5) After rinsing dry the hands and arms with sterile towel -., 
ME 


The prim difference betweem the long counted strace method 
and short counted stroke method is that for the later the 


Scrub is considered complete after the initial scrubbing. . 
Drying hends and arms with a sterile Towel : 


The nurse uses a sterile towel to dry her hends and 

forearms following the surgical scrub . 

1) Grasp the towel by one corner and raise it up to unfold 
it . The towel must not come in contact with anything thet 
is unsterile . This means that the nurse will step into e 
space away from any objects and will hold her towel well 
away from her body while drying her hands and arms . 

2) Hold the towel in one hand and use it to blot the surfaces 
of the fingers , hands,. and arms until they are dry . 

3) Then moves the dry hand to the opposite end of the towel 
to hold it wbile drying the other hand . During this pro- 
cess , manipulate the towel in order to ensure a dry sur- 
face . After drying the hands and arms,the nurse is reedy 
to put & sterile gom on . 


Putting on a sterile gown : 


The method for putting on a sterile gown differs 
from the method illustrated for putting cn enisolation gow. 
The sterile gown is folded in a manner that permits the hands 
to touch only the inside of the gown . 

1) The nurse grasps the gown from the inside , 
2) Holds it up and away from unsterile areas to be urfolded, 


3) slips her hands into the sleeves . The circulating nurse 
may touch the inside of the outer edges of the back o? 
the gown to adjust it and also to tie it. 
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Methode of Gloving y 

Txo methods of gloving may be used . The oun mes 

thod is also used when gloving is required for a technique 

not requiring the use of a gown , as catheterization . 
PRAE OR 


Open Method : L2 sU 
After package is opened . 

1) The nurse grasps the glove for the right hand by the 
turned-dowmn cuff with the left hand , and slips the right 
hand into the glove . 

2) Place the right hand , new gloved , beneath the cuff of 
the left glove , so that she or he may place the left 
hand in the glove . 

3) Place the right hand beneath the cuff of the left glove 
to pull it over the cuff of the gown. 

4) After pulling the cuff of the right glove similerly over 
the cuff of the gown, adjust the fingers of the gloves . 


It is important to observe the position of the 
thumbs when pulling the gloves over the arms 1f contamina- 
tion is to be avoided , 

4 t ees? Fe) d 

Closed Method : en 

1) The nurse does not slip her hands completely througn the 
sleeves of the gown they remain covered by the sterile 
gom . es 

2) Grasp the inside seam of the end of the Feces and use 
it to pick up the left sleeve , 

3) Place the left glove , palm down , on the left forearm 
of the gown . l. 

4) Pull the glove , still held by the inside seam of the 
gown , on over the left hand.. ; 


Reference: Dison , Norma Groenler , An Atlas of Nursing 
Techniques , 2nd- Edition , The C.V. Mosby 


Company , Saint Louis , 1971 page 26 ~33 . 
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DRESSING A WOUND 


ze?inition ; 1 

The process of applying a eeu tye sterile 
--rering of gauze or other material to a wound and giv- 
-2z necessary care by using aseptic. technique. 


fzrposes 71 7 


. ie 
2. 


its 


4. 


ae, 


6. 
T. 
8. 


Squipment 
I. 
II. 


iJ. 


To help ‘fegp organisma out: of wound. 
Leo 

To help absorb drainage or died argo from a 

[d 
wound... 23 ad 5sauÍitó sc cargas no bigin: 
To apply pressure, to control „bleeding if 
present. - on ut a tB m : 
To help restrict movement. that tends to inter 
fere with healing. UE .. 20 cU 
To assist the heeling process by keeping edges 
of wounds in close approximation? <<”, 
To serve to cover an area of disfigurerfe nt. 
To provide for local application. of drugs? 


To protect the wound from injury. us yer? ^w. 
P Rd 
Sterile equipment. 
Non sterile equipment. 
e: > 
"M 


Sterile e ment : a 
oe ge o5 
l. S erile rubber gloves or disposable gloves. 


2e 


Sterile small bowel with small pieces of gauze 


qf" (ewabs) used for,cleaning the wound-and the 


,, area -around it.;... 
:Paekage of sterile gauze folded into various 


sizes and shapes selected according to patient's 
needs. 
Ointment geuze (sofra tulle). 


e rn 
we 
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5. Bottles of disinfected solutien used for clea- 
ning the wound and the area around it. 
Solution should be diluted before using it 
as follow as: (%2 
a. Hibitane 
b, Cetavlon 
c. Sterile normel saline we ste 

P de 5, Iodine used for cleaning around wound end 
tal 2 is used also for cleaning the area before : 
vi surgery. H ; 

e. Alcohol ve^! 

f. Hydrogen peroxide 

&-  Mercuirochrome — ,» 

h.e Acriflavin E 

i. Gentian violet ON 

6. Package of small sheets used to cover the area 

p d &round wound to protect the wound out of conta- 

mination if necessary. 

Te Sterile instrument set for removing stitches 
which consist of :- : 

&. Sharp pointed scissor Adis 
yx o b. One teeth forceps f 
Ce One forceps without teeth 
$ UC. à. One artery forceps 5 inches 
f Si- ao 5 r^ 

8. Sterile handling forceps in a sterile container 
with disinfectant solution such as hibit-ne 2% 
Diluted with normal saline and alcohol solution 
used for sterlizing instrument should be diluted 
as follow :- 


D 


> 


“AOS 


~a 
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T | rd nud ole uh 
lOOcc of Hibitane + 150cc Distill water + 750cc 
alcohol concentration 95% and add anti—rust 

A tablet such as sodium nitrate to prevent the 

instrument from rust: and it should be changed 
every week. k 

9. Package of serit cotton. 


erile, equipment : vo 26 

l. Adhesive tape 2 rolls different sizes. 

2. Bandage scissor. . (ede 

3+,, Gauze rolls Bandages 10 rolls different sizes. 
2 anà binder. 
(4. Plastic bag or paper bag for soiled dressing. 


5. Trolly or small tray. 


6. Non aterile gloves. Lou 
Te Kidney basin 


AE Koo Nx 
edure z, * ` y 
l. Explain to patient. 
2. Assemble equipment. 
3. Carry all the necessary equipment or dressing 
ef trolly or (tray) to the bed side. arto 
LM Keep the bed side table free from other things. 
9. Close the door and windows to prevent gretta, 
6. Provide for privacy. J64 Az E 
T, Wear cap and magk. ($5 2250 
9. Wash. your hand before and &fter dressing chenge 
with soap and water or with disinfectant solu- 
tion such as hibiscrub.2-4 f+ 
9. Open all the backages and prepare all equipment 
: needed for dressing. 
Pour the antiseptic solution into the smell 
bowel which is used for cleaning the wound and 
'.the area around it. Clean the tips of solution 
bottle by pouring & small amount before pouring 
it into the comtainer. 


Sy. 


o 
L] 


pi a 


^ 


e 
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‘11. To preyent the contamination of your hands and 
the wound you may put on non sterile gloves if 
available or use clean forceps to take off the 
soild dressing. 

12. Change the non sterile gloves with sterile 
gloves or use sterile forceps. 

13. Clean the wound and skin around it carefully 
with the antiseptic solution. Cleaning helps 
remove organisms tissue debris , and drainage, 
there by promoting healing. 

14. When cleaning, move sterile gauze over the wound 
end then away from it, using one piece of gauze 
for each time. Moving away from the wound and 
using one piece of Kare gauze for each time 
to prevent bringing organisms from the skin to 
the wound. 

15. When the wound is heavily contaminated moving 

; We from the cleaner area, that is the skin, toward 
vis? the wound helps prevent the spread of organisms 
[/ from a less contaminated to a more. contaminated 

area. 

16. -Dry the area with sterile material (gauze) as 
necessary, protective materials cannot be appii- 
ed well to wet skin. 

£ 17. Cover the wound with sterile dressing handle 

^ with sterile gloves or with sterile forceps. 
18. Uge, fluffed and loosely packed éressings to 
Á ab orb drainage and carry it and away from 
, the wound and skin. S^ 35 Das 

v (lossely packed dressings promote air circula- 

/ tion 4 us helping to prevent skin irritation by 
increasing evaporation of tribu eae DE 


n Y $i y 


jf 


Ty 


`~ 
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19, Change the dressing often enough so that it 

l Goes not become soaked with drainge, (keep- 
ing the skin clean and dry prevents irrita- 
tion to skin tissues). 

20, The patient should be left in clean comfort- 
able environment return all equipment to the 
utility room. 

21. Wash, clean, Dry, packed and sterilize all the 

/,!Y^ instrument and equipment that has been used. 
(careless handling of ecuipment spread orga- 
nism to 9, ethers). es 

22. Record antes time of dressing and ,gendition 
of the wound e.g. Conor eae of healing, Ban 
charge, pus blood etc. ^ 

23. Discard soiled dressing as well as a material 
for cleaning the wound in! & plastic bag. ~ 

pene 

seouring the Dressing : 

i Consider the following factors ;- 
" 1. Size of the wound.// 
^, ^2. Location of the wound. 
7? 3. Presence of the drainage. 
ete 4. Nature of the drainage. 
5. Frequency with which the dre sing nanos chang- 


ing. zx gy) ad 
wu & Activities of the patient. “tie 
r T. Skin condition and nature. 


M There are basic techniques for scuring most 
dressi | 

1. Use adhesive tape for securing dressings. 
2. Apply a protective coating on the skin before 


y using tape when dressing must be changed freq- 


A VV uently. This helps protect the skin from irri- 

La tation. Amp 

L i A preperation used is tincture of benzoin or 
collodion. 
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3. Observe the patient for sensitivity to adhesive 
, tape, investigate any compleint or discomfort 
: MESA with adhesive, symptoms include red- 
f? ness elling end blister formation. 
4. Shave the. area of adhesive if applied 
over hairy areas. 

5. Pass the adhesive tape over a flame or moisten 

4t with a little alcohol if the adhesive does 

, not stick well on the skin. ~ 

6. Remove adhesive carefully and slowly between 
dressing. The adhesive should be ` -sened a bit 
at one edge and then pulled t-sarà the wound 
almost parallel to the cvi:.. Removing it in this 
manner helps avoid pulling the wound edges 
apart, The remaining of adhesive may be remov- 
ed with aceton or :ether. 

r 7. Use strips for securing a dressing when it must 
be chenged frequently. They do not require 
changing with each dressing. 

8. Exert pressure on the wound from the edges to- 
ward the center of the wound when securing a 
dressing - this practice helps to approximate 
the wound edges and promote healing. 

9. Secure the dressing so that it is fixed enough 

P to prevent the dressing from slipping about, 

"TA E but not tootight so that circulation is obli- 

ib? terated. : 

10, 9 Loose - nto dressing causes friction as 

SU patient moves which produce irritation on the 
wound and skin. 
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Points to Remember : 


1. 
ae 


ae oe 
A, go7 
pas 3. 
4. 

5. 
BX 
8. 

9. 


Before Starting procedure keep in your mind 
for changing dressing it is necessary to 
maintain strict surgical aseptic technique 
to prevent contamination or secondary infec- 
tion to & wound. 

Dressing may be changed in a treatment room 
or in an operating room some times or while 
the patient is in bed. 

The hospital have trolly which are wheeled 
from one patient to another. 

However to help prevent cross infection the 
prefered method is to have individual dress- 
ing tray which contain the equipment and 
supplies necessary for each patient. 
Provide privacy of patient pull curtain or 


put a screen. SARTE A TA it 
Help patient to assume a comfortable position. 
gbe position should also be easy for the nurse 
to observe the practices of surgical asepsis 
and to have a convenient work area. 

Sufficient lighting should be provided so that 
the aree is clearly visible. : 

If the procedure is likely to produce medi- 
cation to relieve pain may be given before 
beginning the procedure. 

Be sure all the equipment needed for dressing 
ere ready. SAL 
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č 


Bandage or Binder 


Definition: 
Applying e bandage or binder over the ĉress- 
inge NN 
Purposes: , 
l. To hold & dressing in place 
2. Applying pressure to an area or part. 
3. To limit.motion of injured tissue or part 


and provide support,. 


Points to keep in Mind: 


«hy Bernt 


l. Cleapn,and dry part before application of 
bandage .or binder. 

2. Select the type, size and width of the bandaze 
or binder according to the purpose end needs 
of the patient. 

3. Provide protection between the skin surfaces 

before anplication. 

4. . Place patient in a comfortable position, 

..plage part. in a normal functioning position. 

5 Provide. support for extremity, secure assis- 

.tence-if needed to support extremity.. 

6. Use only.clean anà éry bandage and binder. 
T. Avoid pressure directly over the wound, un- 
less speg¢ificelly ordered or indicated. 

To keep clean, dry and free from ódrainege end 

odor. eid 

9. Secure by using svitable method according to 
purpose, materinl end part, avoid placement 
of means used directly over the injured area, 
over joint, or bony prominence or where it 
will rub or press against anotter part. 


B2 


Fundamentals of Nursing Dress/9 


Kinds of Applying Roller Bandege: 


l. 


Circular turn 


Use to hold a dressing over small area 


Ge 


d. 


Place the cutter surface of the initial 
end of the bandage next to the skin (or 
dressing) hold roll upper most 

Hold end in place with one hand while the 
other hand passes the roll around the 
part. 

Repeat turn 2-3 times exactly overlap 
the preceding turn. 

Use equal tension with each turn. 


Spiral Turn 


Re 


de 


Overlap each preceding turn by 1/2 - 2/3 
width of the bandage. 

Ascend (or descend) overlaps to bandage e 
pert of fairly equal contour , 


Spiral-Reverse Turn 


Qe 


Use spiral turn making a reverse half 
way through each turn. It is used for 
forearm, thigh or leg. 


Figure of Eight Turn 


ae 


Make oblique overlaps 

To ascend alternately cover each preced- 
ing turn 2/3 or 3/4 the width of the 
bandage. 

This bandage is used ercound joints sch es 
elbow, knee. 

Spica Turn 

Use figure of eight ascending and descenc- 
ing turns overlavs all turns to form an 
angle when crossing the hendage, used on e 
part such a thumb, shoulder and the groin. 
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5. Recurrent Turn 

a. Make turn over the center of the tip or 
the rounded end or part, and return to 
starting point. 

b. Use circular turn to keep ends of turn 
in vosition and secure bandage when 
finished. 

Use on part such as a finger, head, leg or 

arm stump. 


Binders 


1. T. Binder | 
Use to hold dress- 
ing or to give 
support to the 
verineum aren. 


2. Tailed Binder 
Used for abdomen. 


der 
Used for | 


3. Streirht Bin- q--——-—-——————9 e oe | 


ebdomen | 


4. Breast Binder 


De Triangular Bendsre 
Used to hold the arm. 
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Ue 


` Opal Administration: of: Medicine 


Pe atone | Oil 


Point to Remember. soinu 9 002020. 
ono dle Always" “nave a written order for medicine 
l E SA signed by the doctor. 
oa Do not. give” a medicine when you have any 

^'^' oubt concerning the patient, drug or dose. 
Ask the charge nurse or doctor before giv- 
ing. 

3. Know standard abbreviations end gymbols per- 

"e teining to dosages. 

4. Know minimum and maximum doses and the ac- 
tion of every drug you give. 

5, Wash hands thoroughly end see that all equip- 

^i ment are clean before preparing medicines. 

6. Have & good light when preparing medicines. 

71. Do not use medicine from unmarked or poorly 
labeled bottle or container, 

8. Keep your mind ‘on what you are doing. Do not 
talk or listen to ànyone while prepering 
medicines, 

9. Read the lable three times : 

Before removing medicine from cabinet 
Before pouring.or preparing it 
Before returning it.to cabinet 
10. Compare labe! on drug each time with the redi- 
cine card or doctor' B order é 
11... Do not return excess medicine ( or medicine 
not taken by patient.) to. the stock bottle 
or container; discard it in the sink. 
12. Do not pour a drug from. one. bottle to another 
although it has.the same lable. 
13. Do not leave the medicine cabinet unlocked. 
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14. 
15. 


16. 


Equipment 


le 
2. 


3. 
4. 
5. 


6. 
Te 
8. 
9. 
10. 


Procedure 


le 
2. 
3. 
4. 


5e 


6. 


Prenare the medicine you give, and give the 
medicine you prepare, 

Record and report the name and amount of 
medication and time it was given. 

Give the right dose of the right medicine to 
the right patient at the right time and in 
the right way, know the right side effect. 


Medicine tray. 

Medicine cards-with name of patient, room or 
bed number, drug dose, hour. 

Nedicine glasses and small cups. 

Medicine droppers. 

Mini glass, and calibrated measuring devices, 
as required. 

Spoons, as required. 

Tongue depressor. 

Paper wipes ( kleenex ) 

Small pitcher of cold water. 

Drinking straws. 


Wash your hands thoroughly 

Unlock medicine cabinet 

Make medicine cards 

Take one medicine card at ea time : Read first 
card; locate medicine in cabinet, Reed label, 
remove from shelf. 

Compare name of drug on lebel with name of 
drug on medicine card. 

Pick up medicine glass. Read label on medicine, 
check against card again ' 
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Te 


PIT 


sowders 


Pour or prapere prescribed dosage of medioins 


in giaz3; 


a. 
b. 


Ce 


Piils 


Be 


Ce 


Shake bottle 

Remove cap and place it upside down on 
shelf 

Hold medicine glass in left hand so that 
mark of prescribed amount is on level 

with your eyes. Place your thumb nail at 
mark, 

Hold bottle in right hand, with label 

next to palm. Pour the exact amount presc- 
ribed. 

Wipe -im of bottle with paper wipe. Rep- 
lace cap. 

Dilute medicine with one-half ounce of 
water, unless it is & medicine that is 
given undiluted ( follow the Dr.'s instruc- 
tions). 


Capsules : 


If in bottle, gently shake the prescribed 
number into the bottle cover. 

:7 in a box, remove prescribed number with 
a spoon. l 
Place in a dry medicine glass or paper cuv. 


Know how the particular powder is to be 
measured, 

If measured in a calibrated medicine glass, 
gently shake powder into glass. Hold glass 
at eye level when measuring, using same 
method &s for liquids. 
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Dropa : 


12. 


13. 


C. If powder is to be measured with spoon, 
take more than the required amount, 
draw edge of tongue depressor across 
‘spoon. Empty into medicine glass. 

a. Add required amount of water to powders: ir 
glass; stir with stirring rod. 


a. Use a medicine dropper. Draw up about the 
amount you will need. 

b. Holding dropper at a 45 degree angle, 
count the prescribed number of drops as 
they fall into medicine glass.. 

c. Discard excess medicine, if any in 
dropper, into sink. 


When prescribed dosage is in medicine glass, 

read lable on medicine, compare with medicine 

card. Return medicine to shelf. 

Place card and medicine on tray in the manner 

required by system end routine. 

Take each remaining card in turn and repeat 

steps 5 through 10, until all medicine and 

cards are on tray. 

Lock medicine cat inet. 

Place water pitcher, drinking straws, paper 

wipes on tray, and take to bedside of first 

patient. 

At each patient's bedside : 

a. Identify patient before giving medicine, 
Ask patient to speak his name. Compare 
neme on medicine card with that on chart. 
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14. 


b. 
c, 


d, 
e, 


f. 


Hand medicine glass, with medicine in it, 

to patient. 

Pour drinking water and hand to patient. 
Stay at bedside until patient takes medicine 
Place used medicine gless to one side on 
tray. Turn medicine card face down on the 
tray to show that medicine has been given. 
Immediately chart medicine given, before 
moving on the next patient. 


Repeat all parts of step 13 until ell medicines 


are given 


After Care of Articles Used : 


l. 


2. 


Wash medicine glasses in hot soapy water; rinse 
and place in cool water. Boil 10 minutes. 

Wash pitcher and articles used in preparing 
medicines, and return to proper places of 
storage. 
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INJECTION 


Definition : 


Introduction of liquid into a body tiame, 
body cavity or tubular organ. 


The Rots by which injections are given are 
es follows :- 


AI 
i. — fatked 


Intradermal (I.D.): fluid is given into the 


l skin layers. NM T 
2.75 Hypodermic, subcutaneous (S.C.): fluid is 
4*-: giyen into the fatty tissue under the skin. 


3. ^ Y&£Famü$Cular (I.M.): fluid is given into 
the muscle. 

4. Intravenous (I.V.): fluid is given directly 
to a veins, > 


5. Intrathecal : fluid is given into cerebro- 


^ QE spinal fluià (C.S.P.) 


ad ’ 


General purposes : 


PAI 1. To prevent the drugs from being destroyed 
by the action of digestive juices in stomach. 

2. When a more rapid and complete absorption 
is desired than if taken orally. 

3. To administer the drug when it cannot be 
given orally as for the unconscious patient, 
the patient for whom gastric suction is be- 
ing used and patient with nausea and vomit- 
ing. «X7 

4. Failure of the drug for a variety of rea- 
sons to attain a therapeutic plasma concent- 
ration when given by mouth. 
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5. Drage «nich ácüái reacil: pass irom the blc 
into ihe C.S.F. must be given by iutra- 
thecal injection. 

, 6. Lcon2ization of medication at & specific 
|] ..9 site in the body e.g. kidney dielysis. 


le fn aseptic technique is needed to &voió 
inf£e;iion, 

2e. Intramuscular injection may cause nerve unc 
blood veszels damage. 

3. z.V. injection 


ny SSG) Be pied embolism ? Hiya 
J b. férforation of wall of the vein 


c, Quick injectior of drugs 
+e Tt is possible for the needle to bre&i in 
the tissue. var 
5. . This method costs more money and effort. 
“eas Hino 
Parte of che syringe : 
A syringe consists of a barrel mede of glaa” 
ər plastic with a nozzle to which the needle is attac; 


Jo 


ed, The barrel is graduatec for accurate measurment, 
Syringe may hold from 1-100 nl. within the barrel is 
the acer: or Biunger, which can be drawn up or pushed. 
em A disposable neelle has a cover which must ve 

ou the needle until it is introduced into the body 
tissue or aspirate the drug. 

There are common sizes of syringes and needi- 
used for various injection. These are as follows : 
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Tyne of injection size of syringe size of needle 
Subcutaneous l, 2% or 3 ml. 25 gauge, 
calibrated in- 1/2 - 2/8 inch. 
to 0.1 mil. length 
Intramusclar 5 mie calibra- ' 20 - 22 gauge 
ted in 0.2 ml. 1% inch length 
Intradermal 1 ml. calibre- 26 - 27 gauge 


ted in tenths lye = 3/4 inch 
or hundredth length 

of ml. and or 

in minims.. 


Intrevencus 2-50m1 18 - 20 gauge 
1% - 2 inch 
length 


After care of glass syringe : 
nu T 


E l Rinse syringe by cold water to prevent clot- 
ting by flushing and forcing through needle. 

26 Wash syringe with soapy water. 

3e Rinse with water 

4. Check the needle. 

5. Sterilize needle and syringe after packing. 


Sterilization : 


Plastic disposable syringe and needle; are 
supplied, sterilized and packed by the manufacturers. 
But when used check the expired date. 

Glass and metal svringe are sterilized by 
one of these means : 7*7! 
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1. Packing in an electric oven at 160°C (320°F) 


for one hour. 
2. By autoclave, temperature and time accord- 
ing to instructions. 


ROTS OF INJECTION 


Subcuteneous Injection 


Definition : 


Forcing of liquid into the fatty tissue under 
fae EI 


the skin. gt 


Purposes : 


. Y 


` Equipment : 


«le When the patient must receive reneated subcu- 


bs” a teneous injection for exemple for diabetic 
Rd patient who is receiving insulin subcutan- 

i eously. 

XV 2. For dignostic purposes as for sensitivity 
p test. 

3. For some medications which is not suitable 
Z6. — in any other method. 
ww As 


[t 


Sa l. Pray (277 


42. Syringe size 1 ~ 3 cc or insulin syringe with 
needle gauge 25 length 1% inches. £ S) Lov, 

3. Cotton ball in antiseptic solution in covered 

container or swab. 

Ampule cutter (File). 

5. Medication with medicine cart. 

ô. Paper bag as suitable, 


23 
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The site of subcutaneous injection : 


1 


2. 


app de 
4. 


Procedure : 


m 
AE 

EL 
Be 
ce 


The outer surface of upper arm below the 


shoulder. 
In the middie anterior portion of the thigh. 
Abdomen, addere anum 
Back. 
\ 
ay zac 


Read doctor's order sheet carefully. 
Wash hands. 

Obtain equipment and drug. 

Check the syringe. 

Pick up medicine. 

Place the drug into the syringe. 


Hemoving drugs from a nmultinle - dose vial. 


A: Remove the soft metal cover on the top of 
the vial. l 

B: Cleanse the exposeà rubber cap with alco- 
hol sponge. 

C: F1211 the syringe with air in the same 
amount of solution. 

D: Inject the air anà then remove the desir- 
ed amount of solution.” l 


Removing the drugs from glass ampules 


A: Top the stem of the ampule several time 
with your fingernail. 

B: Use file to scratch the glass on opposite 
sides of the stem where it will be broken 
(if the ampule was with line on the neck. 
there is no need for file) 

C: Cleanse the area on the ampule where it 
will be broken with alcohol sponge. 
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8. 
9. 
10. 
11. 
12. 
13. 


14. 


15. 


16. 


17. 


18. 


=D: Hoid tie supule in one hand ond protect 


the ‘fingers on the other hand with a 
steriie, dry gauze pledget, break off the 
stem of the ampule. 

E: Insert the needle into the opened empuile 
being careful not to touch the edge of ih» 
glass, Remove the medication from the 
ampule by pulling back on the plunger of 
syringe. 

Zxpel air from syringe by: 

a. Holding the syringe in vertical position 

Bt eye level. 

b. Pull plunger downward, then push upwerd 
Slowly to expell the air until one drop o? 
medicine shows at tip,of needle. 

c. Cover the needle with it's cover. 

Carry to patient's unit on tray. 

Ask the patient his name. 

Explain to patient simply. 

Expose the site of injection, 

Clean the area with alcohol sponge by fric- 

tion. 

Grasp the area surrounding the site of injec- 

tion and hold in e cussion fashion. l 


Release the cover of the needle, j^ O9 quis; 


l 
Inject the needle at (30960?) angle depend- . 


ing on the turgor of the tissue. PUO 
Release hand from tissue and transfer it to 

syringe so that it is free to menipulate d 
plunger. cp 


P 


Pull back gently on the plunger of syringe *o 
determine whether the needle is in the blood 
vessel or not. 

If blood appears, change the site of the needle 
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19. If no blood appears inject the solution slow- 
ly with observation of patient for unwanted 
reaction. 

20. Place the cotton ball over the site off in- 
jection and withdraw the needle quickly. 

21. Rub the area gently with the sponge. 

226 Discard syringe and sponge, 

236 Leave patient comfortable. 


Intradermal Injection 
I.D. 
Definition : 


Forcing of a small amount of fluid into the 
dermal layer of the skin. 


Purposes : ; Ay YJ 
1. For diagnostic purposes e.g. tuberculin test. 
2. For preventive purposes e.g. B.C.G. 
3. For treatment of some skin disorders, e.g. 
alopecia areata. 


Equipment : 


Same as for subcutaneous injection except 
size of syringe, use 2 cc needle 25 - 27 gauge 1/2 - 
2/4 inches length. 


The site of injection : !d 


> Z 

l. Inner aspect of forearm is usually used for 

R diagnostic tests. 

2. | Sub scapular region of the back. 

3. For skin treatment, site depends on doctor's 
order. 


Funderentals of Nursing 


Procedure 
l. 
page? 
ea 
v 
a 2. 
pae e 
PS 6 
ZEE iis 
12, 
13. 
14, 
15. 
16. 
1T. 
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Preparation of equipment : same as for sub- 
cutaneous injection, except water is used. 
instead of alcohol in certain test and 


vaccine, 

3. 4. 5. 6. 
for gubcutaneous injection s 
Clean skin with alcohol or water sponge. 
Support area of ‘njection by stretching the 
skin. A 1500 

Open the cover of the needle. 

Insert needle carefully between skin layers 
at angle of 15 or less with bevel of needle 
pointing upward. ve e 

Make downward pressure on syringe to reise 
needle and separate skin. 

Do not withdraw plunger to test for blood. 
Inject drug slowly. Observe site to see that 
bleb is forming as medication is injected, 
Do not place alcohol sponge over injection 
site. Remove needle. Dont massage. 


Te 8. 9. : same as 


Intramusclar Injection 
I.M. 


Definition : 


Forcing of & medicine into muscle tissue. 


Purposes : 


1. 


2. 


When the drugs is too irritating for use 


subcutaneously 


Larger quentities can be given i.M. than S.C, 
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-3, When absorbec more rapidly into the blood 
stream tnan S.C. 


Eguipment :. 
Same as for subcutaneous injection except size of 
syringe-Use size 5 cc and needle 21 - 22 gauge, 1% - 2 


inches in lenrcth. 


l. The ventrogluteal site ;. 
a. The injection is made into the gluteus 
minimus and the gluteus medius muscles. 
b. To locate the ventrogluteal area,has the 
patient lie on his side or his back, then 
place hand on the patient's hip with in- 
dex finger on the anterior superior il- 
iac spine and stretching middle finger 
dorsally, palpate the crest of illium 
and press below the iliac crest, 
2. The dorsogluteal site : 
a. The site located by dividing the buttock 
into quedrants, the injection is given in 
the upper outer ouadrent of buttccks 2-3 
inches below the crest of the ilidüm 
3. The vestus latralis muscle on the lateral 
espect of the thigh. The site of injection 
may be anywhere from approximately 4 inches 
below the hip joint. 
4. Rectus femorus : Draw an imaginary rectengle 
in the middle third of the front part of the 
thigh, 
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jJ. 


b. The deltoid muscle: n 
This site is 2-3 finger breadths down from 
‘thé acromion ^on the outer aspect of the arm 
d The essential SHOE is that of herming the 
radial nerve. 


Procedure : 


1-10. Same as for S.C. injection 
11. Stretch the site of injection by Ane ane 
four fingers,if patient i8 thin hold in 
a cussion f&üshion;- ^"^ "e4^- 
12. Remove the Gover of the^néedle. 
13. Insert needle carefully and quickly at an 
angle of 90° with the skin. 
14-21. Same es for S.C. injections T is v 
uae p. AT 
Intravenous d dbi: 
a BOG. o 


Definition : 4,;-3oim v ve ont ate 


MLZ? 


Injection of liquid Wediciné i or dye directly 


To 

into a vein. vog atus 

MST ot sr 

Purvoses : ty AFER AREE 
UE XH 


1. When a very rapid action is desired 
.9. For diagnostic test. Ko e 
: y LBAN Eon: 
Je When the medication cannot be. given by other 


methods. 
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Same as for S.C. injection plus : 

8. Syringe 2 cc to 50 cc size and needle 
18-20 gauge, 14 - 2 inches in length. 

^b. Tourniquet. 


Ce Splint if desired, 
sre 


Site of injection : 
l. Cephalic vein 
2. Median basilic vein 
3. Any accessible vein 


Procedure : 


1-9 Same as for S.C. injection. 

10. Apply the tourniquet above the vein to meke 
the vein more accessible. : 

11. Instruct patient to clench fist 

12. Locate the vein by palpation. 

13. Clean the site. 

14. Remove the cover of the needle. 

15. Be sure to remove eir from syringe completely 

16. With thumb of left hand, immobilized the vein 
by gresping area below injection . 

17. Poll site downward to stretch the skin 

18. Insert needle through the skin at (159-459) 
angle depending on patient (obese or not) 

19. Withdraw plunger slightly to test whether 
needle is in blood vessel or not, 


20. If blood appears, release tourniquet . 
21. Tell patient to open fist 
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22. Inject small amount of medication, slowly 
and observe patient's reection. 

23. If there is no undesirable reaction inject 
entire dosage slowly. 

24. . Flece.alcohol sponge on injection site and 
witndraw .needle. 

25. Do not massage by alcohol sponge but apply 
pressure on the. site. 

26. Discard syring:; and alcohol sponge. properly 

27. | Leave patient comfortable, 


Recording : 


l. Date and time 

2. Medication and dosage " 
3. Method of administration 5 
4. Site of injection 

5. Reaction of patient 

6. Signature: 
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INTRAVENEOUS INFUSION 
Definition : 


Giving a large quantity of solution direct- 
ly into a vein. 


Purpose : 

1. When a very rapid effect is needed. 

2. When the drug is irritating or ineffective if 
given any. other way. 

3. In treating blood and blood vessels. 

4. In severe disturbence of fluid and electro- 
lyte belance 

5, When the patient is unable to take and re- 
tein oral nourishment. 


Equipment : 


l. Infusion set  (venoclysis unit, consi sts of the 
followings: 
bottle of solution, air vent drip champer, 
clamp, tubing, needle adapter, needle used 
for adult 18, 19, 20, 21, 22 gauge with short 
bevel 1-1% length. 

2. Alcohol sponge. 

3. Tourniquet. 

4. Adhesive tape and scissors. 

5. Sterile gauze 4 x 4 for dressing. 

6. I.V. holder. 

7. Clean kidney basin. 

8. Arm splints. 
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*ynes of Needles : 


le 


2, 


3. 


zrocedure 


a cart or 


2. 


Intra cath : large bore needle with plastic 
catheter. 
Butterfly : small needle used for unstable/- 
= veins: 
Angiocath : a needle within plastic tubing. 


e 0x. 


All equipment must be prepared and pleced on 
a tray. _ 
ae Carry the cart or tray to patient's bed 
side, 
b. ‘Explain to’ patient what you will do. 
c. Check patient 's* name against name on 
chart; Speak’ patient's name. 
a. Expose site of ‘injection. 
In Arm 
The accessory cephalic or the median ante 
brachial in the lower forearm are preferred 
when a prolonged continuous drip is used, 
because these areas allow more motion of the 
part. 
The dorsal metacarpal vein on “the ;back of the 
hand, 7 
In Leg : 
The saphenous and femoral: veins in the thiph 
and the saphenous at the ankle, leg vein 
shouid be used only by special written per- 
missien of the physician because of the 
possibility of phlebitis.: 
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2. 


The venous plexus of dorsal the medial mar- 


ginal vein and the lateral marginal vein in 


foot. 


. In Head 


Scalp vein are often used in infent 


in 
e 


prepare the set ( sterile preceution 
must be taken throughout procedure): 
Clean the bottle cover with alcohol 
sponge. 

Attach the tubing and airvent to the 

I.V. bottle. 

Hung the bottle up on the holder ( the 
usuel heisht of the bottle is 2-3 feet) 
at this height gravity is sufficient to 
&llow the solution to enter the vein, the 
higher the solution, the fester the flow 
end visa versa. — 

Remove needle cover, open the clamp, 

make the fluiä run through the tubing, 
collect in the kidney basin by this way 
remove the air from the sèt and so it will 
not be ‘introduced into the patient vein as 
nir injected into vein can resutl en air 
embolus. 

Squeeze the drip champer to fill it with 
solution till half of it. 

Close the clamp, cover the needle, keep 
it in safe place to prevent contamina- 
tion. 

The back lving position permits either 
arm to be used and allow for good nlign- 
ment. 
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8. 
9. 


10. 


ll. 


12. 


13. 


14. 


15. 


Place the arm on support as necessary 
Apply a tourniquet to the patient's 

arm ( 2-3 inches) above the site of 

entery. M 

Instruct patient to clench fist. 

Locate and select an appropriate site 

by looking of and polpeting the eccessible 
vein, start with the farther site from 

the heart. 

Clean the injection site with alcohol 
sponge using rotary motion and fric- 

tion. 

With thumb of left hand, immobilize 

the vein by grasping area about 2 in- 

ches below injection. site then pull- 

ing down-ward to stretch the ski 
taut. E = 
Insert needle after removing cover 


through skin at 30-45 angle when needle 


is through the skin, lower the angle 
of needle until nearly varalled with 
Skin,—bevel-up into the vein, &sS soon 
as the needle enters the vein, the 
nurse rotates the bevel to prevent 
puncture of tne posterior wal]. 

The plunger of the syringe is drawn 
back to be certain that the neefle is 
in the vein end if the blood appeers, 
Telease. tourniquet to relieve the 
increase venous pressure then tell 
the patient to open his fist. 
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16. Remove inner metal needle, leaving 
the plastic tube in place in the vein, 
then cover insertion site with sterile 
gauze (4x4) and tape securely, tubing 
Should “need an anchor to prevent 
tension on the needle. 

17. Apply pressure with finger on inner 
tip of needle then attách the tubing 
and the needle to the arm ana open the 
clamp. 

18. Maintain rate of flow, the physician 
indicate the milliters to be given 
with a period of time. — 


Rate of flow are : 


15 Drop/min 
20 Drop/min 
60 Drop/min 


Factors influencing the rate of flow are : 
l. The,sise of the needle-. 
2. The height of the bottle 
3. The viscosity of the fluid 
Observation and Nursing Response: 
1. ‘Check infusion freqüently for proper flow 
Ròt becanse/if rapid flow causes overload 
on the circulütóry system which cause tachy 
cerdia. 
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4L 


2. Observe tu see that the solution contin- 
ues to Ilow into the vein, if not the 
solution wiil flow into the subcutaneous 
tissue causes infiltration , 

3. If patient needs more than,-one bottle of 
solution the nurse attaches. the addition- 
el. bottie. aU 

4. If any medication are added» ta the bottle, 

--lable is applied to the:beattle, dosüge, 
"iv time and date cae "E Sete: Bly 

5. Careless movement of the extremity may 

2 "cause tension on the vein andipossible dis- 

lodgement of the needle, or. catheter, the 
arm may be restrained on srmbogrü,'.- 


The restraint ShOtld be loose enough to 
svoid- interference with ?iuta flow or“Fluia, in 
Lower part of the extremity." ! 

Re- Starting flow or infusfon:: 577.0707 
1. Be sure that ihe clamp is Den: 

2, Massage, ?OSUI.V. site D 

3. Squeeze fne delot in the solution by 

E fünning ‘the solution into Kidney basin. 

4. ae se the étot from the b¥dod trans- 
"fusi. id 

5. =a sure that the needle is in Silece - 

'6. If the tube is twisted, straigfiten it 

l to continue the flow. ae 

T. Be sure that the adhesive ‘tape°is not 
tight after closing the 'cl&mp thën re- 
turn it to bottle this will apply pres- 


sure to continue the flow. 
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Discontinuing I.V. infusion : 


1.--Close the clamp to stop the flow in tube. 

2, Remove the tape which has held the needle 
1n place. 

3. Gently press & sponge with antiseptic sol- 
ution over the needle and site of entery. 

4. Remove the needle by pulling it out with- 
out hesitation. If the needle is removed 
by twisting, raising or lowering,it could 
damege the vein. 

5, Apply pressure with sponge for a short time 
until bleeding stop. 

6. Put dry gauze then plaster over it. lf the 
patient is able to do so, be may be asked 
to hold ihe pressure for & minute or more. 

Blood Transfusion : 

- A blood transfusion is the infusion of whole 
blood or derivatives of & healthy person in- 
to & recipient vein. 

- The person receiving the blood is called the 
recipient. 

- The person giving the blood is called the 
doner, l 

- The laboratory examination to determine a 
person's blood type is called typing(A,B,AB,O). , 

= The process of determining compatibility 
betveen blood specimens is knovm as crossmatching 
crossmatchinr. 
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A d 
- Blood may be given by either direct or in- 
direct wey. 
A- In an indirect transfusion 


Blood is. infused after it has been. 
collected from doner end processed 
this is ihe method used most Sommori- 
lx, blood trensfusion. is usually given 
when the patient's total blood , volume 
has decreased such as following e hemor- 
rage or anemic patient. l 


B- In a direct transfusion r 
The -blood -is infused as- it is being 
taken>from a doner this method. is rare- 
ly-used,: except in emergency... - 
Frocedure : TP * 
l The ‘technique is similer to thet for giv- 
ing en intravenous infusion. 


Equipment : 
Use 16 gauge or 19 gavge, needle and cetheter 
for administration. 


Recording : 
1. ‘Chart the-eamount end kind of I.V. fluid or 
blood in the intake and output chart. 
2. Chart the kind of fluid you give, such es 
dextrose, normal saline. 
3 The site of Intrevenous in ?<sion, 
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4. i Any signs or symptoms appearing on patient. 

5, Any drugs added end dosage for the in- 
fusion. 

6. Signature. 


Nursing Resvonsibility in blood transfusion : 


1. Take the patient temperature and blood 
pressure before and arrer giving blood 
for comparison 

2. Be ‘gure, to give blood as soon as itis 
brought. from the Blood Benk. 

3. Gently invert the blood container to mix 
the red cell evenly. T 

4. Start an I.V., infusion as prescribed 
usually with normal saline the blood 
is then attached to the infusion in 
atandem errangement. 

5. Use slightly larger needle than for & 
regular infusion because, of the viscosi- 
ty of the blood, 

6. Stay and observe the patient receiving 
blood for at last 5-10 mins. and give  . 
the blood at slow rate approximately 
10-20 drop/min during the first 15 min. 
of the transfusion. 

If the patient has no signs of reaction 
the rate increase to as fast as 60-100 22233 
drop/min. according to the physicien 

prese gion; 

7. Don't hda drugs to blood transfusion ~ 
This is considered unwise because of 
possibte effect of the drug on the blood 
system, 
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& x 


2-9 one a iene : cae 
C S ORAL HYGÍENE 


J 


Definition : 
| 


The process of eae end’ freshening t h: e`! 


teeth, gums and mouth. efits ex 

f | 

Purposes : pues DE RE TO 2 | 
1. To keep the teeth, gums and mouth in good con-j 
dition. i 


2. To fresnen the mouth and relieve it of offens | 
sive odors ( halitosis ). 
36 To prevent sores and infection. 


4e To provide a sense of well-being and comfort. 
gU P er? ed Lo 


E! a 


VI Terminologies 
4 
d 1. Halitosis :. Foul odor of the breath, which 


QUE eg eV? 97 ig caused by an excessive num- i 

Ee i ber of bacteria. m EC d 
des 2.  Sordes : A collection of bactéria, food 
EAS particles and epithelial tissue | 

in the mouth. E : E 


3. Caries: The decay of teethi with the for- 
17S mation of cavities. TET 
4. Periodontitis or (Pyorrhea) : ! 
pM Severe inflammation of the gums, 
including bone tissue around the 


teeth, Oe se Alls 2 


Equipment : 
A. for daily routine cleaning. 
l. Tray. 
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26 
36 


4. ` 


PP 
6. 
Te. 
8. 


Procedure 


l. 
2, 


3. 
4. 


"RV 


1p 7 ay 


O. Hyg./2 


Cs 

Toothbrush ( should have stiff bristles ). 
Tooth jpagte. "^ "e 

Emesis basin or kidney basin. SAF fico 
Face towel, Oe 9 

Paper wipes. Vz- 

A glass containing water or mouth wash. 
Dental floss ( if needed ). 

DAVE 


Tamne e, MU [yos 
Wash your hands by using medical aseptic. 
Collect &11 the equipment, be sure that they 
are clean. l ! 
Explain to the patient, | (4^, v?! 
Raise head of bed if patient's condition per- 
mits you. If not turn patient's head :to the 
side slightly raise on & pillow. Place the 
towel under the chin. . | 
Hold tooth brush over basin. Pour & small 
amount of water end tooth paste. 
Place emesis basin or kidney basin under the 
chin of vatient. Have the patient hold.it. 
Brush teeth with a slow gentle motion,upper | 
teeth downward, lower teeth upward and brush 
in side surface in the same manner. 
Brush back and front to. clean the biting sur- 
faces. Repeat this stroke 2 times in each sec- 


—— 


tion of the mouth, both inside end outside 


Brush gums end tongue. 


ge 3 
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Give patient's mouth wabh in between and as 
AS EU needed, Wipe patient'q mouth with towel 


when you finish. ue Pute le 
—\ 1l. Use dental floss jf needed, to Sh cig 
Ve pleque and bits of food from the; spaces bet- 
ween the teeth and from adjoining tooth sur- 
face. 
12. Put patient in a comfortable Position, 
(22 xb OE pra» 
62 GLAY eM ee ots go, 
Js Pade tooth brush under running water and 
bring the glass to the bedside table, 
\2. If you use mouth wesh cap basins, 
soep, rinsed anà Dres 


3. Wash your hands. 


z Ay — —t—_p 


After cere 


"Wash. with 


ove t 


Cherting H cM pre UT ] " 5 BTE n 
le ` Gondition of teeth end mouth 
2. Dete and time. Maye, 


3. Name of the nurse. 


B. Special mouth cere. 
Kay be dene’ hourly and. formation Of sorées end 
in the. following cases’: >- PE OPE 


* Lo 
Helpless .BRtIent. syst. /88. in case of trauma 
t 


t N nio critica i ineas, wee eic, Also when 
» «patient is on K,P,02 ( Nothing by Orel ) and 
when receiving inhrlation rises, 


Equipment ; 


From 1-8 The same as routine cleansing 
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Procedure : 


1. 
2, 
3. 
4e 


5. 


Mouth gag e.g. special forceps or paded tongue. 
Gauze squares. is |,- 

Cotton applicators. a Ws ote» 

Tongue depressor. QV yes 

Mouth wash cup ( containing water, normal 
saline, hydrogen peroxide, lemon juice in 
water ). on 5 

Bulb syringe. ed 

Flash light. dad r 

Dental floss ( if needed ). wee ras 
lubricant e.g. glycerin or vaselin end or međi- 
cation (if ordered ). 

Waste container or paper bag, 


25e z h 
! 
. 


Wash your. hands. Rss 

Collect all the equipment, "i^^ 

Explain to the patient. i 

Plece patient in & suitable position accord- 
ing to conéition,turn head to one side if ly- 
ing flat or inia reclining position. 

Using flash lieht to examine nPiient's teeth 
and gums, 

Place towel and emesis basin under patients ` 
chin. 1 

Use mouth gag to hold it open if the patient 
had io close his mouth. 

Use tooth brush very carefully ang only if con- 
dition of patient and patient's mouth permits, 
otherwise, use a'lerge cotton avvlicator (swab). 
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9. Make swab by wrapping a large cotton around 
end of narrow tongue depressor and secure;: 
moisten with water or mouth wash solution! 

10. Clean as follow : a8 

ievvA,. Clean the upper teeth from gums downwar 

then^lower teeth from gums upward. 

B, Clean inner and outer surfaces of teeth 
in much the same way as if using a brush. 

C. Clean tongue with gauze swab and inside 
of mouth with cotton applicators. 
( chavgeswabs::and applicators after each 
use ). 

11. Allow the patient to rinse mouth, if possible 
rinse mouth with fresh moistened swat, bulb 
syringe, or medicine dropper according to con- 
dition and need of patient. 

12. Use dental floss only if especially indicated 
or ordered. Slip carefully between the teeth 
and draw down the sides of one tooth, then 
another. 

13. Use applicator to apply lubricant or any međi- 
cation ordered to gums or tongue or lips. 


After Care : 


le Discard solid equipment in paper. bag. 
2. Replenish articles on tray. TORE 


Charting : 


Record end report any unusual conditions. 
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Points to remember : 


l. 


26 


Oral hygiene may need to be modified for cer- 
tain patient. If the patient is able to assist 
with his mouth care,,he should be offered the 
necessery materials upon, gwaBkening in the mor- 
ning, before bed time,.-after-: each meal and 
between meals as indicated. 
Keep the head in such-position that even a 
small amount will not be aspirated by the pa- 
tient. PTT 
Change swabs and applicators after such: -use, 
Use mouth gag to "old it open if the patient 
tends to close his. mouth. Do not use the 
fingers to "hold à ^patient's mouth open, 
A solution ‘of “halt?” water and half hydrogen 
peroxide is an effective cleaning agent in 
such instances. The H 2% releases 05 end cau- 
ses a froth which helps break up dried and st- 
ricky particles. Avoid prolonged use of R405 
since it may damage tooth enamel, 


Care of Dentures _ 


Definition : 


Purpose 
l. 
2. 
3. 


Cleaning the false teeth of an individual. 
Y: 
To maintain cleanliness end comfort. 
To prevent infection of the mouth. 


To prevent bacteria from traveling to the 
digestive tract. 
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Equipment : 

1. Denture brush or tooth brush. 

2. Tooth paste. 

3. Container for dentures ( cup ). 

[ Paper wipe. 

5. Denture cleaner ( dentifrice ). 

6. Gauze. 

7. Towel end curved basin to give mouth care, 

Procedure : 

1-3 Same as routine cleaning. 

4. Ask patient to remove dentures ( partial or 
complete ) if able, or if necessary use páper 
wipes to grasp plate to remove gently, 

5, Place dentures in denture cup or in curved 
basin and take to lavatory ( sink ) other ap- 
propriate place to clean, 

6. Place several layers “of gauze in bottom of 
cold water, hold denture low over basin to 
cleen. 

7. ‘Brush the dentures as in routine cleaning. 

8. Rinse with running cold water ( not hot ), 
brush thoroughly with dentifrice end rinse. 
well. 

( Hot water should never be used to rinse 
dentures, since it will damage the denture 
material ). 

9, Place denture ia clean denture cup and cover- 
with fresh water or mouth wash solution. 

10. Clean! or assist patient to clean gums end 


tongue by rinsing his mouth. 
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Ask or assist patient to replace denture in 
mouth. Keep denture in denture mp, if not 
replace in patient's mouth, mark with name 
of patient and place cup in a safe place and 
near patient. 


Date and time. 

Observation : 

ae The condition of the mouth. 

b, Be sure that the denture fit properly. 
c. Note the condition of the denture. _ 
Neme of the nurse. 


the patient : 


l ^ Teach the patient the importance of proper 

 '"' mouth'shà denture care, 
Stress the importance of dentures fitting pro- 
perly in mouth. A patient shouló be teu-ht trt 
when he keeps denture out of his mouth for 
long perioüs the chences for improperly fit- 
ting dentures. 
Brush end rinse denture after each meal, 


s to remember : 


Rinse with col .-<er ( not hot ). zT 

Have patient r . 5e mouth before putting denture 
Teaching the r--ient not to keen Centures out of 
his mouth ^'^ a long time. 
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CLEANSING BATH 


Definition : d 
C€/ /* S~ The entire body of the patientis washed at 
the bedside by the nurse. 


Type of bed bath : 


1. Complete Bed Bath : The entire body of the 
ANM ERR tcs « patients is washed at the 
a bedside: by the nurse. 

2. Abbreviated Bed Bath : Only the parts of the 

patient's body that might 

cause illness oder or ĉis- 
comfort if neglected are 

washed, this includes face, 
axille , genitalia region 

"T TONO, back’ and hands. 

3. ` Partial Beth : Complete or partial bathing 
of the patient's body at 
the sink. or Sub or.in the 
shower. 


"nm 


Éurposes : 


l. To promote hygiene and provide comfort and re- 
laxation to a tired, restless patient. 

2. To obsrve the patient's skin condition. 

3. To encourage the. patient to be independent as 
possible or allowed. p^ cM 

4. To assess the patients range of motion. 

5. To promote elimination from the skin. 


d 
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1. 
2. 
3. 
4. 
5. 
6. 


T. 
B. 


To promote muscle tone by active or passive 

exercise, 

To establish a communication pattern between 
patient and nurse that promotes health tea- 

‘ching and ression of patient concerns. 


Bath towel, C Ls 
Wash cloth. na 
Soap in a soap dish. 
Lotion. 

Powder, if desired. 
Two large pitchers one for cold H,O and the 
other for hot H50. ' 

Clean set of linen. 
Clean gown. 


ii a 


Patient Preparation : 


l. 


2. 
3. 
4. 
5. 


Explain to the patient what are you going to 
do, 

Screen the unit. 

Offer bed pan. 

Give mouth care. 

All necessary equipment should be gathered 
prior to beginning the procedure ( to avoid 
chilling the patient with unnecessary delays) 
In & bed bath, the top bed linen should be 
removed and replaced. with a bath blanket, 


which provides warmth, md absorbs moisture. 
wo", ave 
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Procedure 


le See that the room is well screened and com- 
fortably. warm, 

2. Remove unnecessary articles from bed side 

| table, then put every thing needed on it. 

3. Fill bath basin about two thirds full with 
hot water and place on bed side table: 

4e Remove bed spread end blanket, fold’ ‘over back 
of chair, put bath blanket over patient, go 
to foot of bed and pull out top “sheet, fold 
top sheet and place on back of chair. 

5. Move patient to the near side of the bed (lower 
the side rails on the side near the bed ete 


table). l 

6. Remove the gown, being careful to keep Patient | 
covered with a blanket. uM as 

7. Remove the pillow unless patient is more com- 
fortable, SO 0m 


8. Spread towel gcrosé* patient's chest. 

9. Nake a bath Mitt, grasp the washcloth at one 
edge and fold one third over the palm of your 
hand bring the extreme end of the cloth up to 
your palm end tuck the edge under the upper 
edge. 

10, Prepare the bath water at (43.3 °¢ to 46.1?C), 


place the:soap dish near the basin of water. 


Raise the ‘ted to a working level. (warm water 
tends to Telax muscules and stimulate circula- 
tion by @iletarion' of the bTood vessels). ' 
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ll. Wash the patient's face and neck. The patient 
may wash his own face if able, use soap only 
if the patient desires. If the patientjis unable 
to do this, moisten the bath mitt with water 
and wash one eye from the inner lid to the 
outer side near the ear. Rinse the cloth be- 
fore washing the other eye. Dry well,wash the 
forehead from center to side, rinse end dry 
it well. (Soap should not be used if the 
patient objects,is allergic to it or hes 
excessively dry skin). 

12. Wash patient's arms if an intravenous infu- 
sion needle is in place, take care not to 
disturb the needle. 

13. Wash the chest and abdomen. Place a towel over 
the patient chest, fold the bath blanket to 
the waist line, meke a bath mitt and wash under 
the towel to include the entire chest. Wash the 
breast with circuler movements, rinse and dry 
well. Fold the blanket to the top of the pub- 
dc bone and wash lower abdomen. Dry well. 

14. Flex knee on fer side and ex»ose leg. Spread 
towel lenethwise under leg. Holding one hand. 
under knee to give support. Wash end dry ler. 
Flex knee; spread towel to protect bed and 
place bath basin on it in vosition to wash 
foot. Plece foot in water end washH:heel of 
foot in the pem. of your hand, lift foot from 
weter.and witharev basin with other'hend, 

Dry foot, Bath nther leg and foot in 
same manner. 
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15. Change the bath water. Remove and obtain fresh... 
water (43.3°C to 46.1°C) return to the patient 
and complete the beth. 

16. Wash the patient's back. Turn the patient to 
the sice, Wash the back with long sweeping 

__, motions. Rinse | end dry well. |, 

17. „Wash the perineal area, spread towel under hips, 
place basin and soap within easy reach of 
patient, give patient lightly soaped washcloth 
end ask him to finish the bath. 

18. Put a clean gown on patient. s 

19. Comb hair, protecting pillow with fece towel. 

20. Clean and trim nails as needed. |. hes FRG 

21. Permit the male patient to shave ,. assemble an 
Slectric shaver, a, mirror, end the patient 
shaving lotion. Provide warm weter and shaving 
cream if the patient uses safety razor. 

22... Make an occupied bed, leave prtient comfortable. 


after Care : 
le Take bath basin to utility room. 
2. — Equipment and reusable items are cleaned end 


returned to the storage, disposable items are 
discarded after use, soiled linens are put ‘in 


soiled linen hamper. ii 
3. Wash your hands. . - 
Crarting : 
l. Chart care in nurses note. 
2. Note enything unusual in patient condition, 


attitude, or behavior in nursing care plen 
and report to charge nurse. 
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Points to Remember: 


l. The room should be warmed no drafts. 
2. Provide privacy for patient and screen the 
unit. 
3. Check temperature of water with bath thermo- 
| meter. i 
4. Watch for signs of fatique urin” 
5. Work quickly and smoothly. 
6. Do not allow bath water to become cool add 
hot water. 
7T. Be sure to rinse all soap from skin and dry 
thoroughly. 
8. Change bath water at least once during bath. 
9. Be sure to leave signal bell within reach. 
10. Report eny abnormal reaction to charge nurse. 


bath. 


BACK .MASSAGE . 


E "T 
? io — 


Definition : x f 
The massage of individuals back as > theren- 
eutic and comfort measure. 


Purnose: 


l. To stimulate circulation and thus increase 
blood supply to the area. 

2. To observe the skin for signs of impaired 
circulation: or break down ( pressure area) 

3. To relieve tension and promote relaxation. 

A. To convey versonal concern for the patient. 

5, To feel comfortable. 


Fundamentals of Nursing Bath/7 


Procedure 


l. 


26 
3. 


4e 


5. 


T. 


Wash basin containing warm water. 
Bath towel. 

Lotion, powder or alcohol. 
Powder. 

Wash cloth. i 


Collact the , equipment needed "na take them to 
the bed side for use. 

Wash your hands. ~ 

Explain to patient what you are going to do in 
simple terms so the patient understands, 
Frovide for privacy by closing the door of the 
room or pulling the curtain, ‘around the bed. 
Position the patient to “Vie ‘on abdomen, some i 
patients may need to lie on their side, Put 
the bed in high powiti’6n md have patient near 
the side so you can reach the back easily. 
Place the towel over lower buttocks if patient 
“is 1n prone position aid lay the towel along 
the back to protect the Sbed linen'when the 
vetient lies on the side. 

Apply rubbing solution or powder to your handsi: 


-snSa-the-oil and lotions.may be warmed before 


8. 


using. bo 


: Rour dloehol inte hands-( not directly onto. 


s^the.back) and massagesthe back and buttocks 


9. 


. using long. firm strokes,hnnds moving semmet- 
rically. 


Put powder into hands; and continue massage, 
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10, To leave the patient comfortable, excess skin 
moisture should be removed with a towel. 


After care : 


Return equipment back to utility room end return 
to proper place. 


Recording : mee 
le Observation : E 
a. Note the reaction of the patient to his 
backrub. 
' «De! Appearance of back,. particularly any area 
"''discolouration or breakdown or other ab- 
normal findings, should be recorded. 
2. Charting : ' oe 
ae Date and time. 
b. .If the skin on th back is in food condition 
after backrub. 


Points to remember : 


eee 


l. If skin is dry, do not use alcohol rather, 
use lotion, veseline or oil. 
2. Massage must be apdlied upon the bare skin.: 


A 
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.HAIR SHAMPOO 


Definition : 


| The cleansing of hair end scalp of a patient 
confined to bed; tsis: 


Purposes : 


1. To promote mental and physical comfort. 

2. To maintain cleanliness of hair and scalp. 

3. To preventitarigling and matting of hair. 

4. To stimulate the circulation of scalp. 

5, To improve appearance. 

6. To improve the nourishment of the epithelium. 
Te To prevent unnecessary exertion by the patient. 


Eauioment : 


5/32 1, Small pitcher.’ 


2. Large pitcher (Basin) for clean water. 
xx 3. Liquid shampoo or soap. 
Aa 4. Plastic trough. Fe 


E 5+- Basin orcpatl:for:.waste water. j 


6. Bath towel two or more. 

7. "Bath blanket. 23 

8. Hair dryer if available. 

9. Bath thermometer. 

10. Comb gnd Brush, 
11. Cotton balls for ears. 
12. Oil if needed. 
13. Rubber or plastic sheet (To protect seat of 

cheir). 


14. Rubber or plastic sheet (To cover pillow). 
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Preparation of patient : 


l. 
2. 


3. 
4. 
5, 
6; 


Procedure 


l. 


2. 


3. 


te 


De 


Assemble materials needed for the procedure. 

Indentify the patient and explain the proce- 

dure to him to gain his cooperation. 

Close the window and door to minimize drafts. 
Screen the unit, l 

Protect patient's ear with cotton ball. 

Brush hair to remove tangles before the pro- 


cedure . c+ 


Prepare the patient in correct position on 

his back near the side of the bed. 

Put bath blanket in place md top beddings 
folded toward the foot of the bed. 
Placé & ‘towel securely around the patient's 
‘shoulder. ' 

Remove the pillow under the patient's head and 
place it under the patient's shoulder so that 
the head is slanted to the back witk face away 
from you. 

Place rubber covered pillow well down under 
near patient's shoulder. i 
Slip the trough under the vatient’s head, 
providing it with sufficient slope for peil 
on the chair. 

Place e chair et the head of the bed and oro- 
tect it with the plastic cover end put a pail 
on the stool or chair. 

Fill pitcher with warm vater (105°F, 40.5°C) 
using a bath thermometer to measure the tem- 


“perature. 
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1l. 


13. 


M. 


A 


Shamp/3 


Ü 


Koisten the o&tient's heir with water before 
applying the shampoo. ii 

Apply the stempoo and work it into the hair 
from the front hair line to the back of the 
head. Messaging the scalp firmly with your | 
finger tips end comb the hair. | t 
Rinse wéll with water being sure "eli the 
shampoo is removed. Nove finger tips through 
hair and taking cere that the water drains 
properly into the trough. 

Repeat the cycle (steps 10,11) until the heir 
is clean, ^n ü 


Remove the cotto: balis from the natient's 


.ears end squeeze water from hair, 


Remove the towel and other materiels from the 


, bed and dispose of,$il ‘soiled materials. 


Restore the linen and bed to their^bripinal 

position, put ,hack.the pillow and remóve the 
bath blanket,.:;nsir5d >? But Se 

Rub patent's. hairy with towel. 

Comb hair with clean comb end use hair drver 
if, avei lable end ;pcceptable py. the patient. 


Leave & towel under patient's head until hair 


is completely dry. 


, Tidy the area, returning all erticles to their 


prover pleces. 


Leave the patient ina comfortable position ` 
end. open the. unit. 


Record the time and method of the pce: in 


‘nurses notes. 
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t 


-59ints to remember : 


l. 


2. 


Choose a time when patient is rested and can 
have a rest period after shampoo, 

Work quickly end smoothly to prevent tiring 
patient. Sesi 

Note and record anything unusual about hair 
and scalp. . E 
Be sure to protect eyes and ears and have 
patient keep eyes closed. ME AIT 

Don't allow patient to become chilled and 
minimize drafts. T 
Avoid scratching the Patient's scalp with. 
sharp finger nails or rings. 

Oils may be used to help comb out T 
hair before shampooing. zn 
Be sure to obtain the patient's family per- 
mission if cutting is available when it has 
become very tangled. 
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NS The Enema 


An enema is the introduction of fluid into 
the rectum and colon by means of a tube. 


arm 


Types of Enema: ... epera th Due geek oe 


a. Non retention enema. 
b. Retention "endtias ^" 


Non retention enema : 


Solution given with the intention of ité being 
expelled within a few minutes, along with feaco3,ras and 
other substances. a 


Types of Non retention enema : 


gaiart ye 


le Cleansing enema. 
2e Carminative enema. 
‘3. The anthelmintic enema. 


Cleansing enema : 


Is injection of fluid into the rectum to ind- 
uce a bowel motion. 


Purposes : 


l. To clean or remove &ccumuleted fecal material 
or gas, from lower bowel. 

2. To stimulate veristalsis in the bowel. 

3. In preparation for examination, x-ray or sur- 
gery. 

4. In preparation for surgeries on intesines or 
pelvic surgeries to prevent possible infec- 
tion. 
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Equipment : 


Tray containing : 
1.' Ivrigating can. 
2, Rubber tube. 
:3. Regulating clamp. 
4. Rectal tube or tip (Plastic or rubber) sige 
(26-32 Fr for adults) or catheter. 
5. Geuze smeared with a lvbricent. 
6. Kidney basin. 
7. Water proof sheet, 
8. Bed pen (if the pt. can not go to the toilet). 
9, Toilet paper. 
10, Stand (for hanging can or bottel). 
11. Lotion thermometer. 
12. ‘Solutions. . 
a. ‘Soap solution (5ml of liquid soap per 
1000 ml water). 
b. = Normal saline (salt). 
eur Tap water (TWE) 
d. Hyper tonic solution (draw fluid for 
tissues). 


UY 


Amount of Solution :. Es Sd 


1. Child under 1 yeer 100-250 mi. “` ^ 


2. 1-6 years 250-500 ml. "^ — 
3. Adults 50021000 ml. 
Prep on of the patient : 


1. Explain to patient the procedure in simple 
reassuring terms. 

2. Screen the bed. 

3. | Offer a bed pan or urinal for the patient to 
empty the bledóer. 


>:-a4amentels cf Nursing Enema/3 


i 


Imvortant sten for the enema : 


ole 


2. 


3. 


Lower or adjust bed to flat position if pos- 
sible end permissible. 

Protect the bottom sheet with water proof 
sheet. 

Place the standard on the right side of the 
bed. 


Place coyered bed pan on chair near side of 
bed. 


Prepare :in the utillity room. the: ‘solution in 
the irrigation can. E 

Test the temp. of solution with lotion ther- 
mometer, which should be between 40-439C, 
Expel air from tubing by opening the clamp 
end ellowing the solution to run through, then 
reclamp the tubing. grotte dd 

(allowing air to enter the bowel is not harm- 
ful, but it negy poke it more - A ute drums to 
introduce solution f bowel pressure from 
flatus and a constipated stool is 'great). 

See that all equipment is on tray, cover with 
towel and teke to side table. 

Help the pt. into the left lateral position ard 
ask him/her to flex the knee as possible, this 
“os*tion allows the fluid to run ¢orm into the 
Sigmoid colon which slops to the left of the 
nelvis right lateral or dorsal posi ti ọn can. 


be used if for any reason, the patient is un- 


""gble to lie in a left lateral position. 


Flexing the knee relaxes the ‘abdominal muscles, 
which helps the patient to “keep. the ‘fluid in. 
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6. 


B8. 


10... 


11. 


12. 


13. 


Place a procedure blanket over the top bed 
clothes, fan-fold the top bedding to the foot 
of the bed, the patient should be well cover- 

ed, and only the anal region exposed. 

Hang the irrigation can on the stand about 

(18 inch) above the anus level. > 

Lubricate the catheter with gauze smeared 

with & lubricent about 2 inches teking cere 

not to block the eye of the tip tube or ca- 

theter. 

(lubrication, prevents injury of rectum wnile 

inserting the rectal tip). 

Open the clamp to allow some fluid to run 

through the cetheter into kidney basin then 
close the clamp. =. 

With free hand, raise me upper buttock in 

gently ingo, the. rectum about (5-10 en) and ask 

patient to take deep breathing. . 

Forcing & tube may cause injury to the intes- 

tinal wall, taking deep breath heln relax the 

anal sphincter. Sia. 

Open the.clamp and allow the fluid to run in 

slowly under low pressure. 

Watch the. patient closely and if there are signs 

er complaints of pain, nausea or faintness, dis- 
ontinue the procedure to make the patient com- 
fortable and report to the charge nurse. 

When the required amount of solution has run 

in, close clamp before the rest of the fluid 

runs through to prevent the entry of air which 
causes additional discomfort in abdomen, pinch 

off the tube near patient's body and remove 

tube. 
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14. Wrap the tip of the rectal tube ina piece of 
l toilet paper and place it in the kidney basin. 

15. Encouraging patient to hold the fluid for 10 
minutes is necessary for good results. 

16. Turn the patient on back end replace pillows 
then help patient on to the bed pan. 

17, Elevate the head of the bed and place the toilet 
roll and single bell within. reach. 

18. Take equipment to utillity room for cleansing. 

19. When patient has finished expelling enemas, 
assist the patient to use toilet roll if nece- 
ssary. 

20, , Remove the extra. water proof sheet, attend to 
the pressure areas if necessary, . and leave the 
patient comfortable. qus. Ur 

21. See that the patient's hands are. washed and 
wash your hands, & air the room, 

22, Record the reguit ‘of the enema, 

a. Time of treatment. ie tiaras 

be Solution used and amount taken, . 

c. Results. : 

1. Color and consistency of the faeces 
e.g. well formed, | soft, hard, fluidy, 
semi-solid. 

2e Amount | of fluid returned must te 
measured if there is little or no 
faecal matter present. 

3. Any abnormalities present eege pus, 
blood, mucus, worms, foreign bodies. 


E 


After care of equipment 


TIL 


1. -Empty bed pan and wash thoroughly after recording. 
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26 
3. 


4. 


5. 


6. 
Te 


Wash your hands. 

Flush the rectel tube in cold running water, 
wash in hot soapy water, rinse under running 
water. 

Coil tubing wrap in gauze and drop into ac- 
tively boiling water and allow to boil for 
10 minutes, or as instructed. ] 
Wash enamel can in hot soap water, rinse place 
in large sterilizer and allow to boil for 20 
minutes, or as instructed. 

Return all equipment to proper place. 

If the set is disposable discard properly. 


Carminative Enema : 


It is given to help expel flatus from the colon. 


Type of treatment : 


l. 


2. 
3. 


Solution consists of milk 240ml and molasses 
240 ml. 

Sodium bicarbonate 10-15 gr per 100ml of water. 
M.G,W, or 1.2.3 (from pharmecy). 

1. Magnesium sulfate 50% 30 ml 

2. . Glycerine 60 ml 

3. Water 90 m1 

Harris flush 

(up and down flush) lower bowel irrigation 
which promotes the expulsicn of fiatus from 
the intestines. 

Passing, rectal tube. 


Ven 
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Equipment E 


A 


1. Preparation.of patient similar in cleansing 
enman Senn 

2. Connect the tubing anc rectel tube, then 
lubricate the end of the tube. ; 

3. Place the large basin of water on a chair at 

Tus the side of the bed, end invert the end of 
tube under the surface of the water. 

4. Gently insert the rectal tube into the patient" s 

` "Wéctum for about 10 cm end watch for the bubbles 
in the water caused by the escaping gas. 

5.  Leavé"thé tube in position for the remired time 
which mey- be utoó'30 minutes, strap the tube to 
the patient's thigh to hold'it in position. 

6. When the bubbles cesse, remove the: tube into t*e 
gauze smeared with lubricant. 

1. Observe the patient's ebdomen end note whether 
it'is less @istended, ask the patient! ‘ebout the 

“=: effectiveness of the procedure. ^ ^ 

8. Make the patient corfortable then T —— 
hands j 

9. 


tray or trolly to carry : 
Rectal tube. 

Connection, 

Tubing. 

Kidney basin „containing gauze smeared with 
lubricant. y 

Large basin of water. 
Adhesive tape and scissor’. 


re : 


Record end/or report the result of the procedure 
which may need to be reveated until the natient 
resumes normal bowel activity. 
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10. 


/ 
x 
[7 


Clean and sterilize the equipment used. 


The Anthelmintic Enema 


-ar&sites 


250 cc of 


It is used to remove or destroy intestinal 


and it can be retention, 
Solution consists.of water, or any chins per 
water, or any other medicine prescribed. 


Retention Enema : 


Is & slow introduction of certain substance 


to be withhelà in the bowel. 


Purposes : 


le 
2. 
3. 


4. 


To supply fluid, and nourishment to the patient. 
To stop locel hemorrhage. 

To introduce medication into the System for 
local or systemic effect. 

To decrease body temperature through coolant 
contact with proximal vasculer system, 


Type of retention enema : 


ar 


2. 


Oil enere ; Lubricates intestinal mucosa and 

soften faeces. . i 

The solution is : 

l. eeetante oil (olive oil) 150-200 ml warmed 
to 1009 P or 37.8? C. 

2. Glyceririe 90 ml per 120 m1 of water. 

Antivvrétios enema; It is used to reduce body 

tempereture. 

Solution : _ 

Cool water temperature is 95°F or about 35°C. 
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3. - 3mollieht"enéma: It is used to protect and 
soothe intestinal mucous membrane. 
Solution : 
,, Starch may be used as well certain medicine. 
4. Nutrient enema ::; It is used to supply body 
with nutrients and/or fluid. odo 
l Solution.: is dextrose. ret 
5. Sedative enema : It is used to induce sleep 


Solution: is 
1. Paraldehyde dosage ordered. added to 30 ml 
of water. 


2, Chloral hydrate dosage ordered into 30 ml 
of minerel oil. 
6. Barium enema : The X-ray visualization of the 
large intestine resulting from the introduc- 
tion of barium into the lower intestine. 


Equipment and preparation of patient : 


The same as in cleansing enema. 


Procedure : 


l. The rectal tube is well lubricated (usually 
with a water soluble lubricant) in order to 
facilitate its insertion into the rectum and 
to lessen the irritation of the mucuos 
membrane. . 

2, The rectal tube is inserted P m 4 
inches into the rectum (if the patient takes 

: e deen breath while the tube is being insert- 
ed the anal sphincter relaxes ang.;the rectal 
tube can be inserted more easily, 
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3. The solution for an enema is released slowly 
for the patient's comfort and to avoid damage 
^" -eto-the -mucous membrane. 
4e The solution container should not be more than 
l 6 inches above the level of the bed. 
Se The rectal tube is pinched and: removed, 


After care : 


l. Encourage patient to retsin solution for desig- 
aoo a nated. period of time. U^ 
-2.^ Keep patient quiet following the treatment. 
3. Straighten the bed and make patient comfortable. 
4. Remove equipment. 
-5ei Clean equipment and sterilize:by boiling. 
-6s: Return equipment to their places, 
T. Recording is similar to non retention enem&. 


Points to remember : 


1. A fine catheter is subsituted for a rectal tube 
in order to reduce to minimum the irritation 
likely to.stimulate defecation... - 

2. À cleansing enema should be given after the 
following retention enemas: 
ae oil retention enema : to remove attene 

or any remaining impacted faeces. 
b, Barium enema : as barium is constinatine. 

3. A bedpan should be, within reach, but it should 
not be within sight of the patient because it 
stimulats defecation. 
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Rectal Suppositories : 


4e 


Eneme/11 


& cleensing enema should be given 1 hour 
before giving retention enema for administ- 
ration of : 

1.’ Drugs ^ 

2," Nourishment. 

35 "Barium prior to X-rey 


SuppósitoriéS are cone shaped and made of sie, 


tine or cocoa butter with an active Seer ‘such as 
glycerine of BW). cblar added" 


"Phe atiré Vier catent irritates the bowel 


lining causing contraction of the bowel wall ana in: some 
cases it Gauses Wátér tube drawn from the^tisaues into 


the caeca mass» as ee emr 3 
: E 
Purposes : 
l. To reduce body temperature, coe 
r To softens the faecal mass, $ 


3e To make faeces easier to expel, a^ 
Equipment : Ue ETTEH 
_1. Suppository ordered. DN BAO, 
2. Kidney basin. ipn 


Disposable glove or finger stall, l 
Gauze smeared with lubricant. 


adh covered bed pan should be near at hand 


Preparation of the Patient : 


Similar in cleansing enema also the vosition 
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Procedure 


ls 


26 


3. 


4. 


PP 


6. 
Te 


Use disposable glove or finger stall to protect 
the finger, to be used when inserting the sup- 
positories. 

Remove the foil wrapping, then apply lubricant 
to the sippositories and to the covered finger, 
Gently insert suppository as far as possible 
into the rectum, .. T 

Help the patient into & comfortable position 
and make sure the bell is within easy reach. 
Check every few minutes to see whether the 
patient needs a bed pan, sunpositories should 
be retained for 20 minutes or longe- . 

If patient is allowed to get Up, a commode should 
be provided, * 

Wash patient's hends and your hands. 

Report the regult end if required, record it 
on the patient's chart. 
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Catheterization 
of Urinary Bladder (Female) 


Definition 3 
The procedure of insertion of a catheter 
(a tube) through the urethra into the urinary bledder. 


is hhc ali) Loe 


Da 


T mes are pit ay V C s n He m8 en 
l;::^'^Nón retention: Plain or straight cetheter 
for temporary intubation. l 
2. Retention : Foley ċatheter, for prolonged 
intubation and continuous free drainage. 


Purvoses : 


l. To empty the bladcer in'case of temporery 
retention of urine after all nursing measures 
have failed to heln patient void. 

2. To control urine flow in case of, incontinent 
patient as part of bladder retraining program 
by emptying the bladder at regular intervals. 

3. To keep skin dry end prevent irritation in 
case of incontinence. 

4. To obtain e sterile urine specimen for culture 
end sensitivity. 

Ki To irrigate the bledder, 

6. To instill medications. 

T. to determine the emount of residual urine, 

8. To prevent strein on pelvis or abdominal wounds 
from distended bledder. 

9. To relieve distention of bladder before going 
to operation such es. pelvic operation md 
Gelivery. 
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10. To prevent irritation of pelvic (perineal) 
- incisione here; oe 


Equipment : 
OAs 


vere 


NOEs 


a3 


3. 
ELT 


LE 


6. 

e "Te 

wed B. 
SMT IS: 

root 

metadsc 

9. 
5 


10. 


0 
-4 


12: 
B. 
“de? 
26. 
3. 


awn 


anh tis 


Non sterile:- 


Sterile (if aveilable-sterile. -dispegable set 
.ai8' preferable). 


Ze sidmaua: 


Tray. urisemsi? 554 

Gloves (two pairs in case-ene is. contami- 
mated). . uL eildevs 

Lubricant (water solubkes) .. 

Towel. 


Cleansing solution 
Cotton balls 
Forceps (one pair) . 
Appropriate catheter- for 2:5 
ae:: Ghiléren:: No.8 or 10 Fre--- 
De icFemaie-s»..No.14 or 16 Fr.i. 
oGeetHalesti: te No.20.or 22 Frys 
Specimen container (if necessary) with 
lebte. + 
Asepto ‘syringe (10530 cc) or as stated on 
catheter. - ; 


in Tonsaines 
- voi Add D 


>, oahtvent 


ful Ao 


me ES pectet Q2 


e. 


1Xi;:-Normal;sa&line-or distle eater: 


oFenestrated ; a dde 


3^ eO 


Drape. sheet. t tbath. ienet 
Water-proef sheet (protective. sheet). 
Urine receptacle or eppropriate drainage 
.eystem for retention types. 

Artificial light (Gooseneck lamp). 
Waste container or paper bag. 

"Adhesive tape. 
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T. 
8. 


Procedure 
‘Te 


26 
3. 


4. 


6. 


8. 
9. 


Clamp. 
Container holder (urine bag holder). 


Wash hands thoroughly. 

Assemble all equipment in utility room. 

Add Cleansing solution(s) to sterile tray, if 
not prepackaged. Also, place a small amount 
of sterile lubricant on sterile gauze squares, 
if not included. 

Explein the procedure to the patient (or his 
parents, if a child) to elicit as much co- 
operation as possible. 
Provide for absolute privacy. Place Screen 
properly since this procedure can be embar- 
rassing to the patient, a deouate screening 
and draping:are necessary. A.sign on the door 
will help, ensure that there are.no interrup- 
tions. s: i55 UE urew caob eg 

If the catheterization is to determine the 
emountcofonesiduel urine, the patient should 
void prior to catheter insertion. 

If the: purpose is to obtain a sterile s ecimen, 
the patient should not have voided for 3o 
minutes prior to the procedure. 

Bring all eguipment to.the-patient's unit. 
Have pvatierit on & firm mattress or on a trea- 
ment table 5o cootra 5 

"The meatus:is:difficult to see when the pa- 
tient sinks into 4:mattress and the bladder 
may fell lower than the meatus making 

drainage from the bladder difficult." 
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10. Provide for good light. An artificial light 
is recommended. 

"Good light is necessary to see the meatus 

clearly." 

11. Position the female patient .-: 

| 1. Put drape sheet’ (Bath blanket) over the 
spread. Ask patient to hold edge of drape 
sheet with her two hands (if able). Fan— 
fold top bedding to foot of bed. 

2. Position patient in the dorsal recumbent 
position with knees flexed deeply and the 
feet about two feet apart, then arrange 
the'/drape on the patient as follow : 

a. Fold corner of drape sheet at foot of 
bed up to the patient's hips. 

b. Wrap corner of drape sheet on right 
side of bed arounà patient's right 
foot. 

| Wrap corner of blanket on left side of 
bed around patient's left foot, leav - 
ing the genital area exposed. 
"Good visualization of the meatus is 
important. Embarrassment; > chillness , 
and tension con interfere with 
"ifitfPoducing the catheter. Comfort of 
"" £ne patient will ‘promote relaxation! 
"See that patient is. no more strain 
than is-necessarv to stay in position. 
Do not lean on patient's kmee when 
bending over bed during procedure; 
rather allow the patient to lean her 
‘knee against’ your chest." 


[e] 
. 
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12. 


14. 


5. 


,.16. 
TS 


, 18. 


19. 
20. 


the bladder." 


"Explain to patient that any change in 
her position might contaminate the 
sterile eouipment". 
If the patient is soiled, the area around the 
meatus is well cleansed with soav or deter- 
gent end water, rinse, end dry (i.e. perineal 
care). tajt: 
"Having the area as clean as:possible decrea - 


,,, Seg the chance of ee, orrenisms into 


Place water proof sheet under female patient's 
buttocks. Ask patient to raise buttocks as 
able. i 

Focus light:to give clearest view of genital 
area. 2 

"A strong light without 'shadows is necessary 
because vou must not try to locate patient's 
meatus without being able to see it clearly. 
Place tray (or-catheter set) on bed between 
patient's leg. 

Open the tray (set). 

Take out ihe catheter of it's pack by using 
the sterile forceps or es convenient. 

Four the cleansing. solution on cotton balls 
in the sterile container (if the set is 
disposable)...., 

Don or put on. sterile gloves. 

Arrange the.equipment so that articles for 
cleansing, gre on near side, in order that 
you will: not have to reech over otker articles 
end provide convenience in working. 


152 ` 


Fundamentals of Nursing Cath. P/6 


"Reaching across sterile items increases the 
risk of contaminating them when sterile gloves 
are worn. In this case, there is also danger 
of area being contaminated by becoming wet." 

21. Generously lubricate the catheter for about 
3.5.-5 om being careful not to plug the eyes 
of the catheter, Individual packets of lubri- 
cents are recommended. 

"lubricant reduces friction between the cathe- 
ver and the urethral tract, minimizing meche- 
nical injury to tissue, which predispose to 
urinary tract infection and. inflammatory pro- 
cess, and makes inserting the catheter easier. 
Plugging the catheter, prevents. drainage -of 
urine. Multiple, „usg, tubes of lubricant. ere 
likely ,to become. contaminated." : 

22. . Wrepcthe edges of a sterile towel around gloved 
hands while placing the towel under the edge cf 
the, patient's, „buttocks. at ev 
Wrapping the. taye} around the hanas prevent 
conteminetisg, the ;clayes. The tcwel provides 


a Sterile fiele immedieiely below the, working 


w. 
areas"; 2. . pens i Seats. 
23 


3. .. Put the fene stre ted. towel on perineym, grposi: 
the urethra only. 


iy: 3 rikesa 


2A, Place the thumb and forefinger between, the labis 


minora, spread, and then, pull upward to expose 
the meatus. The hands separeting the lebia is 
now considered contaminated. 

"Stretching the tissues jrons out the area and 
makes the meatus visiple. for easy insertion of 
the catheter, touching the lebia conteminates 
the eloved hand with organisms from the patient" 
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25. 


26. 


„the bladder. 


‘If a forcepsis not. t 


Cath, F/T 


Maintain separation of the labia with one 
hand until:urine is flowing well and con- 
tinuously. 

"Allowing the labia to drop back into po- 
sition may contaminate the area around the 
meatus as well as the catheter." 

Cleanse the exposed area at the meatus 
thoroughly using the solution of the agency's 
choice, mcve the cotton ball held ina 


forceps from above the meatus down toward 
the rectum. 


"Moving from an area where.there is likely 
to be less contamination. to.en area where 
there is more helps prevent;the spread of. 
organisms. Thorough cleansing helps reduce 
the possibility of introducing-organism into 


o be used, pick up a 
cotton ball with ather hand:to.cleanse the 
area. While cleanging be careful not to touch 
anything with the gloved :hand, except the 
cotton balls. After moistening cotton-ball in 
cleansing solution, cleanse...from-above the 
meatus downward with one stroke.and drop 
cotton ball in waste container. 

"This gloved hand will be used to.handle the 
catheter and must touch only sterile articles 
during procedure," or a clean set of gloves 
could be used to cleanse the area, then a 
sterile set of gloves is don afterwerd. 
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N 
-4 


nN) 
e 
u 


30. 


Take another cotton ball, moistened in solu- 


tien and repeat the one downward stroke, then 


discard cotton ball. Use as many cotton balls 
as necessary to cleanse the meatus area. Dis- 
card the forceps (if used). 

With the uncontaminated gloved hand, pick up 
the catheter three inches away from tip and 
insert into the meatus very gently and slowly 
2-3 inches (5-7.5 cm) or until urine starts 


to flow. Have basin in position. 

_,."Bhe. female urethra is about 1.5-2.5 inches 
4-6.5 cm) long! 

,,Do not use forceps to push ihe catheter through 


the urethra into the bladder. 

"Apply force on the catheter is likely to injure 
mucous membranes," 

Ask the patient to breathein deevly end exhale 
slowly and rotate the catheter gently. If 
slight resistance is met as the catheter reaches 
the external sphincter. 

"The sphincter voluntarily relaxes and the ca- 
theter then enters the bladder easily when the 
natient by deep inspiration end slow, exhala- 
tion relaxes." à 

Hold the catheter securely while the blacder 
empties, in the receptacle directly, avoid 
pushing end pulling the catheter in and 

out as the bladder drains. Place the end of 

the catheter into container, if a specimen is 
reouired, retting a mid streem specimen is 
possible now, 
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32. 


"Withdrawing: end reinserting the catheter 


increases chances of contaminating the 
catheter." 

When the flow of urine begins to decrease, 
withdraw the catheter slowly about 1 cm at 

a time until urine barely drips and tren 
withdraw the catheter. 

"The tip of the catheter passes through urine 
remaining in the bladder as the cetheter is 
slowly withdrawn." 


* With the retention - type catheter 


1. 


5, 


Instill the paper amount of sterile water 
or solution specified on the catheter(&m1 
is common plus extra 5ml to permit filling 
of lumen leading to the ballon) with the 
asepto syringe. 

Attach the onen end be the catheter to the 
epprovriate drainage system. 

Tape the tubing to the thigh with some 
ease betveen meatus and tare tö prevent 
pulling. 

Secure the drain tubing to the bed sheet 
in such away that ‘the force of gravity 
causes the ifie to flow downward into 

the urine ber. 

Place the urine beg securely to bed side 
bar. 

"The tip end of catheter posses through 
urine remaining in the bladder as the 
catheter is slowly withérewn." 
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EE 


‘To remove the Foley catheter: 

1. Empty the balloon first when removing en 
indwelling: catheter. This is done by cut- 
ting the catheter where it serves the 

" "balloon or by withürewing the fluid with 
a 10 ml syringe. 
2. Slowly and: gently remove the catheter. 
3. Clean: the area around the meatus. thoroughly 
33. | Dry area. Place specimen where it will be safe 
from spilling. Remove tray and ell equipment 
from bed at once. 

"Removing equipment from bed immediately allows 

patient to relax and change position. Leave her 

clean, dry end comfortable." _ 

34. Remove all equipment from unit. 

38, Send the urine specimen to the laboratory 
promptly or refrigerate it. 

"Urine kept at room terperature mey case 

orgenisms, if. presents, to grow end distort. 

leborato ry findings." 
36. Clean at once. pny article iach. is not dis- 
_poseble. Return to central service or  Droner 
storage. Wash, your hands. 

"If catheter of cloves are reusable, veri cent 

pnd other ubstences are easter to rer ove irrec- 

intely ies use. Prompt care. ives tne erticle 
n Longer, life." dvd 
24 x Observe. the followinr 


2 


Be Note color, appearance, eng, nmourt of urine 
removec. hess) eu Des 

be Observe for unusual discomfort cf patient 
while inserting or removing the cetreter. 


Ce Observe for efficient é@reinase system, 
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1, Tubing is free of kinks, twists and 
pressure from resting body parts. 
2. Tubing is below the bladder level to 
facilitate gravitational flow. 
3. End of tubing is above the urine 
receptacle level... 
d. Wote signs of inflammation or accumulation 
of discharges in perineal ares, 
e. Observe amount of urine output in relation 


to fluid intake to evaluate adequate kidney 
function. 


Points to keep in mind : 


l. 


2. 


3. 


he 


99 


This procedure is never done without the: 
written order of the physician 

Because there is risk of infection trauma 
(injury to tissue) end shock, catheterization 
is avoided whenever possible. 

Sterile equipment and sterile techniques used 
when introducing the catheter. If aveilable the 
prepackaged tray is preferable since it eliri- 
nates the necessity of opening the sterile trav 
end vouring cleaning solution. 

Instruction end much practice in the sterile 
technioues are necessary before carrying out 
the catheterization procedure. 

Decompression of an overly distended bladder 
may cause shock or hemorrhage from rupture of 
vessels due to rapid change in intravesical 
pressure. It is suggested that no more than 
1000 to 1500 ml of urine be taken at one time, 
In the vostpartum patient however the bladder 


should be completely emptied before removing 
the catheter. 
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Catheterization 
of Urinary Bladder ( Fale ) 


Definition : j 
* 
l The procedure of insertion of a catheter 

( e tube ) throuch the urethra into the urinary bledcder. 


7"Des are : 
1. Non retention : Plain or straight cetheter 
for temporary intubation. . 
2. Retention : Foley catheter, for prolonged 
intubation and continuous free drainage. 


1. To empty the bledcer in case of temporary 
refention of urine after all nursing measures 
heve feiled to help petient void. 

2. To control urine flew in case of incontinent 
patient es pert of bladder retraining »rogrem 
by emptying ihe bledcer at reguler intervals. 

3. fo keep skin dry ene prevent irritetion in 
case of incontinence. 

4, fo obtein a sterile urine specimen for culture 
end sensitivity, 

C. to irrisate the DladCer, 

6. To instil] medications. 

T. "o Getermine the emount of residual urine. 

a. To prevent strain on nelvis or abdominal vouncs 
from distended bledder. : 

9. "o relieve distention of bladder befcre going 
to operation such es pelvic operation end 


delivery, 
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10. To prevent irritation of pelvic (perineel) 
incision. at: 
^ ocg Dei (S pest SS 


Eguipment : 


A. Sterile (if evailable - sterile disrosable 
set is prefers 7 NIE OE ME 
I ceray. CO dt 7 iB M ÉL 
ai Gloves (tyg pairs in case One?ià conte- 
uw laminated): 
3, -Iubricant (water soluble ); 
4. Towel. MODA 
5. Cleansing solution } i^ £^.' ^ 
^ 46, Cotton balls ]. in container 
7. Forceps (one pnàirj??^^ ^ emu 
7^ B, Appropria&á Catheter for : E 1 
&. Chiléeréa £i/Wo28^or 10 Fr 
5 b. Female ?9645;No,14 or 16 Fr 
Li c; Ekale'*: “SENG P20 or 22 Fr 
9;'"S8necimen 'contefnds (if necessery) vith 
lable. A 
10; Asepto syPinge {10-30 cc) or as ‘stated 
on catHeterstediso t 5, 
E 11. Hormel: ésYfné of distle watér.'; `, 
132. sBéféstreted ‘towe¥ one s 
B. Non Svertfe onte adi ct Aue capp 
makian emt o "marine [cs “Tere 
1. Drape heet “(wath piapket)e 5 M 
2. Water- proof sheet (protective, sheet). 
3. Urine receptacle, =- pr. ‘abrropriate drainage 
™ system for Tetention types. 
4. „Artificial light (Gooseneck lamp). 
n Waste, container or paper beg. 
6. Adhesive tape 
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7. Clamp . 
8. Container holder (urine bag holder). 


Procedure: 


1. Wash hands thoroughly. 

2, Assemble all equipment in utility room. 

3. Add cleansing solution(s) to sterile tray, if 
not prepackaged. Also plece.a small amount of 
sterile lubricant on sterile: gauze square, if 
not included. 

4. Explain the procedure to the. patient (or his 
parents if a child) to elioit ag mich coope- 
ration as possible. ` oso ow 

5, Provide for absolute privacy. Place; :Screen 
properly since this procedure cen be embar- 
rassing to the patient adequete screening and 
draping are necessary. A sign on the door will 
help ensure that there are no interruptions. 

6. If the catheterization is to determine the 
amount of residual urine, the patient should 
void prior to catheter insertion. 

T. If the purpose is to obtain a sterile specimen 
the patient should not heave voided for 30 
minutes prior to the procedure. 

8. Bring all eauioment, to the patient’ s unit. 

9. Have patient on a firm mattress or on a treat— 
ment table. f 
" The meatus is difficult to see when the 
patient sinks into a mattress and the bladder 
may fall ‘lower than the meatus making drainage 
from the bladder difficult," 7 


161 


Fundamentals of Nursing Cath. M/A.. 


10. 


11. 


12. 


13. 


14. 


Provide for gcod light. An artificial light 
is recommendec. 

B Good light is necessary to see the meatus 
clearly ". 

Positioning the Male patient 

Position the male patient on his back. 
It is usually easier when the legs' are. 4) 
together. ^i 


l. 


2. 


££" SL 


Drape the patient so that only the area 
around the penis is exposed. 


Ge 
De 


Fanfold top covers to patients knees. 
Cover chest with extra sheet if need- 
ed. 

" Good visualization of the meatus is 
important. Embarrass ment, chillness 
and tension can interfere with introd- 
using the catheter. Comfort of the 
patient will promote relaxation ". 


`" Explain to patient that: any: change 


in his position might contaminate the 
sterile equipment." 


If the patient is soiled,wash the area around 
the meatus well with soap or REER and 
water, rinse an dry. 


" Having the area as clean as possible dec- 


reaspa the chance of introducing TERMES 
into the bladder ". 
Place small protective sheet over male patients 
“thighs under the’ penis. ^ 


Place nonsterile!curved basin on protective 


sheet. Move over bed table down to convenient 


place for working and place tray on it. 
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15. 
^6. 


1T. 


18. 


19. 


20. 


21. 


22. 


Open the tray (set). 

Take out the catheter of it's pack by using 
the sterile forceps or as convenient, 

Pour the cleansing solution on cotton balls 
in the sterile container (if the set is 
disposable). 

Don or put on sterile gloves. N 

Arrange the equipment so that articles for 
clemsing ere on near side, in order that you 
will not have to reach over other articles 
and provide convenience in working. 

" Reaching across sterile items increases the 
risk of contaminating them when sterile gloves 
are worn. In this case there is also danger 
of area being cqntaminated by becoming wet u^ 
Generously lubricate the catheter for about 
3.5-5 cm. being careful not to plug the eyes 
of the catheter. Individual packets of lubri- 
cants.are recommended. 

" Lubricant reduces friction between the ca- 
theter and the urethral tractminimizing mecha- 
nical injury to tissue which predisposes to 
urinary tract infection and inflammatory pro- 
cess, and mekes inserting the catheter easier 
plugging the catheter prevents drainage of 


urine. kKultinle use tubes of lubricant are 


likely to become contaminated", 

Wrap the edges of & sterile towel arond gloved 
hands while placing the towel under the penis 
over the protective sheet. 

Insert penis in the hole of a fenestrated towel 
(if available). 
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23. Lift the penis with one hend which is then 
considered contaminated cleanse the area 
at the meatus well with cotton bells mois- 
tened in the solution. Move the cotton balls 
held with a forceps in & circular motion, 
moving from the mestus toward the base of the 
penis. For a thorough cleansing retract the 
foreskin in the uncircumcised mele. 

"fhe hend touching the penis becomes contami- 
neted with organisms of the patient. Clean- 
Sing the erea around the meatus and under the 
foreskin in uncircumcised mele hel»s prevent 
infection. Moving from the meatus toward the 
base of the penis prevents bringing organisms 
to the meatus ". 

24. Pull the penis with gentle traction straight 
up with the fingers on the sides of the penis 
Slightly pinch the end of the penis and insert 
the catheter for 15-20 cm. (6-8 ") or by the 
use of forceps with end of catheter left on 
the sterile towel put under penis. 

" Holding the penis up with slight traction 
helps straighten the urethra. Opening the mea- 
tus makes it easier to insert the catheter. 

The male urethra is about 14-16.5 cm (5.5-6.5") 
long. 

2 De In case of meles also, try exerting a bit 
more traction to straighten the urethra or 
drop the penis a bit towerd the toes. 

" Forcing a catheter may injure mucous memb- 
rene . Dropping penis when the catheter is 
near the prostate gland helps the catheter by 
pass the gland ". 
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26. 


2T. 


28. 


29. 


Dc not use forceps to push the catheter through 
the urethra into the bladder. 

" Applying force on the catheter is likely to 
injure mucous membranes ". 

Ask the patient to breathein deeply and exhale 


‘glowly and rotate the cetheter gently. If 


slight resistance is met as the catheter reach- 

es the external sphincter. 

"The sphincter voluntary relaxes ed the ce- 

theter then enters the bladder easily when the 

patient by deep inspiration and slow exhala- 
tion relaxes. " 

Hold the catheter securely while the bladder 

empties in the receptacle directly, avoid push- 

ing and pulling the catheter in and out as the 
bladder drains. Place the end of the catheter 
into container, if a specimen is required, get- 
ting a mid stream specimen is possible now. 

" Withdrawing and reinserting the catheter inc- 

reases chances, of contaminating the catheter " . 

When the flow of urine begins to decrease, 

withdraw the catheter slowly about 1 cm at a 

time until urine barely drips and then withdraw 

the catheter." l 

" The tip of the catheter passes through urine 

remaining in the bladder as the catheter is 

slowly withdrawn " 

* With the retention - type catheter. 

1. Instill the proper amount of sterile water 
or solution specified on the.:catheter (5ml 
is common plus extra 5 ml to permit fill- 
ing of lumen leading to the balloon) with 
the asepto syringe. z. . 
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2. Attach the open end of the catheter to 
the appropriate drainage system. 

3. Tape the tubing to the thigh with some 
ease between meatus and tape to pre- 
vent pulling. ] 

4. Secure the drain tubing to the bed sheet 
in such away that the force of gravity 
causes ihe urine to flow downward into 
the urine bag. 

5. Place the urine bag PERET to bedside 
bar. 


.99. To remove the Foley catheter :: 


l. Empty the balloon first when removing an 
indwelling catheter. This is done by cut- 
ting the catheter ,it serves the balloon 
or by withdrawing | the fluid with 10m1 
syringe. 

2, Slowly and gently remove’ the cetheter. 

3, Clean the area eround the meatus thoroughly. 

30. Dry area. Place specimen "where it will be safe 
from spilling. Remove mr end all equipment 
from bed at once, - 

" Removing. equipment ‘from bed immedietelv’ 

allows patient to relax and change position. 

Leave him clegn, dry and comfortable ", 

31. Reduce the foreskin of the uneircumcised mele 
following cetheterization. 
32. Remove all equipment from unit. 
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33. 


‘34s 


35. 


Send the urine specimen to the laboratory 
promptly or refrigerate it. 

" Urine kept at room temperature may cause 
organisms if present, to grow end distort 
laboratory findings " 


Cleane at once any article which is not dis- 


posable. Return to central service or proper 
storage, Wash your hands. 
" If catheter or gloves are reusable, lubri- 
cent and other substances are easier to remove 
immediately after use. Prompt care gives the 
article lonrer life ". 
Observe the following : 
ae Note color, appearance and emount of urine 
removed. 
b. Observe for unusual discomfort of patient 
while inserting or removing the catheter. 
c, Observe for efficient drainage system. 
le Tubing is free of kinks, twists and 
pressure from resting body parts. 
2. Tubing is below the bladder level to 
facilitate gravitational flow. 
3, End of tubing is above the urine recep- 
tacle level. : 
d. Note signs of inflammation or accumlation 
of discharges in perineal area. l 
e. Observe amount of urine output in rela- 
tion to fluid intake to evaluate adequate 
function, 
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Gastric Intubation 


Definition : 


The introduction of & tube into the stomach 
for therapeutic or diagnostic purposes. 


A. Gastric gavage (feeding): 


A method of artificiel feeding by means of 
gastric intubation. 


Purpose : 


To provide food or fluid to those who are 
unable to take nourishment by mouth because of : 
1. Unconsciousness. 
2. Cleft palate. 
3. Fracture of the jaw. 
4, Delirium. 
5. Psychosis. 
6. Persistent nausea and vomiting. 
Te Operation on the mouth. 
8. Patient has an obstruction such as stric- 
ture in the esophagus or throat. 
9. Persons with brain dysfunction sometimes 
lose their ability to swallow. 
10. Severely burned patient. 
ll. Patients who are too weak to take nourish- 
ment by mouth such as premature infant. 


l. Gastric tube as ordered length depending 
on age. 
2. Basin with ice if rubber tube is ordered. 
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3. Water soluble lubricant. 

4. Pitcher with liquid feeding 500cc/105 F° 

5, Medicine glass of water. 

6. Paper tissue. C 

T. Paver bag for wastes. 

8. Towel, 

9. Clamp. 
10. Syringe or funnel. " 
11. Adhesive tape and scissors. , 
12. Stethoscope. 


Preparation of eauivment : 


1. Assemble equipment. 

2. The rubber tube should be placed in ice for 
15 min. before insertion, cold causes rubber 
to be more rigid and more easily directed 
during insertion. 

3. Have feeding warmed to body temperature 
prior to administeration to decrease excessive 
peristalsis. 


Preparation of patient : 


l. Before insertion begins, the patient may be 
shown the tube as well as pitcher and dia - 
gram that will help him understand it's 
function. 

2. Explanation to the patient or the parent 
of a child will lessen anxiety and enhance... 
co-operation, 

3. Place patient in a comforteble sitting 
position or Recumbent position. 
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How to check that the tube is in the storach ? 


l. 


Procedure 


B. 


Ce 


Attach a syringe to the end of the tube and 
aspirete for stomach contents. 

When the tube is in the stomech,contents 
will return, this is generelly considered 
the most accurete method for determining 
thet the tube is in the stomach. 

Place the end of the tube in a container of 

weter, if air bubbles appears, withdrew: tube. 
Listening with e stethoscope plecec. over the 
petient's stomech, the nurse should hear. air 
entering the stomach es she injects eir vith 
the syringe. 


Aseptic technique should be employed, owing 
to the sensitivity of the tissue involved, 
all measures to.prevent. injury and infection 
should be utilized. 

Instruct patient to swallow as the tube is 
pushed to enter more easily and the cough 


reflex is decreesed as the tube passes. 


Towel may be placed over the patient chest 
and emesis basin Lept nearly, incase passage 
of the tube stimulates vomiting. | 
Lubricate or moisten tip of tube to the dis- 
tance of about 10cm to "ae MENS the pass- 
ing of tube. i z 


Pass the tube gently and firmly as the petient 


swalloms, Depth to which the tube should be 
passed is measured from the ‘bridge of the 
nose to ear lobe then nose to the loyer tip 
of the sternum, 
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4. Pour slowly into the syringe barrel, keeping - 
it half full at all time. Listention, nausea 
and excessive peristalsis. may be prevented 
by slow way. 

5, Oral hygiene and lubrication of the lips of 
patient is needed after meal to prevent óry- 
ness of mouth. 


Recording : 
le Time, date and kind of treatment, 
2. Any observation,untward reaction. 

3. Any over or under amount of fluid instilled 
should be recorded in the chart of intake ené 
output. 

4. Type of feeding given end Pmount taken. 

5. 21 

“pal — 


B. Gastric lavage M NEN 


Definition : 


The administration end siphoning back of e 
solution through a cetheter passed into the stomach. 


Purnose : z 
ua 
l. To remove unabsorbed voison after ingestion 


of poison. 

2. To diagnose gastric hemorrhage and for the 
errest of hemorrhage. 

3. To cleanse the stomach: 

4. To remove liquid or small particles of 
material from the stomach. 
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fs 
g- 


h. 
i. 


je 


EA 


k. 


l. 


Me 


Points to remember 1^ 


i. 


E 


Checxing the tube by 3 ways. 
Secure the tube in Tos don with adhesive 


tape. 
"The —: placed in as near po- 
sition for eating' aS possible for him, the 
head should be raised if not contraindicates. 
Attach the funnel ‘or barrel of syringe to 
the end of the tube ds 10 

Pour feed slowly in the ‘funnel ‘or syringe 
_barrel, keepifig it Bálf full at all time to 


7"* prevent exces" ‘ait entéring tHe stomach. 


To maintain’ ‘Satency: the tube should be flush- 
ed with 30016? Water after the:feeding is 
finished. 

Clamp the tube after meal to prevent air 
entering the stomach. n. - 

Leave the patient in-a comfortable position. 


Yes. EE 
^ 


ES ERU. i 


Danger of passing a’ tube are : 
Be Mechanical injury: to the tract. 


. b. Stranguletion 


.€. Lung infection : from allowing the tube 


‘or some part of feeding 
_ to enter respiratory 
f tract, “` 
lake sure when lubricating the tube that the 
eye doesn't böck, hire may ‘drop into the 
larynx. Me S 
Avoid excess air from entering the stomach 
by clamping. the tube after feeding is 


finished. 2n 


M3 1 


Fundament 


Equipment 


le 
2. 
36 


4. 
5. 


6. 
T. 


B. 


Procedure 


l. 


26 


3. 


4. 


5. 


6. 


ls of Nursing G,Intub/6 


o 
| eo 

Stomach tube (largo lumen) 

Large plastic funtfel before adapter. 
Large plastic funnel with adapter to fit 
stomach tube. 

Water soluble lubricant. 

Tap water or appropriate antidote sal ine 
solution, sodium bicarbonate solution. 
Bucket for aspiration. 

Mouth gag, nasotracheal or endotracheal 
tube with inflatable cuffs. 

Container for specimens, 


Remove dental appliances and inspect orel 
cavity for loose teeth. 

Measure the distance between bridge of the 
nose and the xiphoid vrocess, mark with 
indelible pencil or tape. 

Lubricate the tube with water soluble lub- 
ricant. . 

If the patient is comatose, he is intubated 
with a cuffed nasotrachealor endotracheal 
tube. 

Place the patient in left lateral position 
with the head, neck and trunk forming a 
straight line, after the lavage tube is 
passed, the head of the table is lowered, 
havethe atend available by the suction. 
Pass the tube via the oral or nasal route 
while keeping the head in & netural posi- 
tion pass the tube to the adhesive marking 
or about 50 cm, 
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9. 


10, 


11. 


12. 
13. 


14. 


15. 


Submerge free end of tube below water level 
at the moment of patient exhalation. 
Aspirate the stomach contents with syrinre 
attached to the tube before instilling water 
or antidote. Save the specimen for analysis. 
Remove syringe, attach funnel to the stomach 
tube or use 50ml syringe to put lavage so- 
lution in gastric tube. : 
( Volume of fluid vlaced in the stomach 
sould be small).. 
Elevete funnel above the patient head and 
pour approximately 120-300ml of solution in- 
to the funnel. i 
Lower the funnel and siphon the gastric con- 


‘tent into the bucket. 


Save sample of first 2 washings. 

Repeat lavage procedure until the returns 

are relatively clear.. 

At the completion of lavage : 

a. Stomach may be left empty. 

b. Antidote may be instilled in tube and 
allowed to remain in stomach. 

c. Cathartic may be put dowm in tube. ~ 
(Cathartic. may be given if the poison 
has no corrosive action on the bowel, 
it will help remove unabsorbed mater- 
ial from the intestine. 

Pinch off the tube during removal or main- 

tain suction while tube is being withdraw 

to prevent any liouid return to trachea. 


Pointsto Remember : 


1. 


If there is any obstruction to the passage 
of the tube, if gastric pain is caused by 
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Recording 


the introduction of the fluid or if there 
is any sign of blood in the siphoned liauid 
discontinue the treatment and report condi- 
tion to the head nurse or doctor. 

In emergency situations of poisoning,the 
stomach is lavaged until return flow is 
clear this requires several liters of 
solution. 

Contraindications to gastric lavege : 

a. Ulceration with noenorrhage. 

b.  Uncompenseted cardiac disease 

c. Tuberculosis 

d. Epilepsy 

Stomach tube should be firm but not rigid. 
Do not put plastic tubes in ice. 

Check that the tube is in stomach or not. 
Examine drainage from tube as to color, type 
and aepvearance. 
Don't induce: vomiting if patient is in e 
coma, unconscious or is having convulsions. 


. i 
* SE ned 


Date and time -of treatment- 


Tre&trent performed.” 
` Amount and color énd consistency of return. 


2s e E ete leet 
Fatientsreaction to treatment. 
Amount and kind “Sf? solution-used. 


Neme of nurse or óóctor that performed the 


treatment with signeture. vasu 
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Removal of tube ; 


1. Pinch tube tightly so that any liquid left in 
the tube will not drop back into trachea. 


2. It is withdrawn quickly but Keat to prevent 
gagging reflex, 


3. Towel is wrapped around it as it is withdrawn, 


4. Give patient mouth care, 
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Definition : 


INHALATION 
—_ 


3. 


Is the-process of breathing of air vapour, 


steam or drugs or oxygen into the lungs. 


Yurnose : 


1. 


oes 


he 
5, 


6. 


ir 


To supply or increase the supoly of oxygen 
to the body. 


o soothe irritated mucus memtrances in 


e respiretory trect. 
Loosen mucus end secretions in the res- 
piratory tract. 
To serve as respiratory stimulent. 
Provide high humidity to liquify bronchiel 
secretions. 
To improve general elastic tone and respi- 
ratory breething hebits. 


Indicetions for use : 


l. 


2. 
A 


PR 


4. 


Respiratory insufficiency. 


Asthme, 


Atelectesis (partial collapse of the air 
vesicles of the lungs). 

Bronchiectasis (Dilatation of the bronchi 
or bronchial tubes, associated with forme- 
tion of fibrous tissue or cavities of the 
body). 
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Oxygen Administration 


Beuipment needed : 


l. 
2. 


Oxygen supply-tenk or wall outlet. 
Oxygen mask, or tent or nasal catheter. 


General Girections : 


1. 


Provide for pnd maintain all preceutions: 


B. 


b. 


C. 


f. 


Instruct patient end others about safe- 
ty regulation. 

Allow no open flame or smoking, remove 
all matches, cigaretes. , lighters, 
candles, etc. from the unit. 

Allow no electrical devices or annera- 
tus. 

Post warning signs where directed and 
need is evidenced (OXYGEN, NO SMOKING, 
etc.). 

Use no oil, alcohol or lotion with ether, 
wash hands thoroughly if such has been 
used before coming to unit. 

Use no wool, silc, nylon or similer 
fibers in bedding or clothing febricr. 


Assist as needed, the physicien or professio- 


nal nurse or the person specificelly designa- 
ted by hospital policy to handle and operante 
oxygen equipment. 


Nasal Catheter : 


1l. 


oS 

Provide the following : 

a. Nasal catheter, size 8 to 14 French, with 
several openings at end. 

b. Rubber tubing with glass connector, about 


5 feet. 
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c. Lubricant (water or water-soluble) and 
glass of water. 

d. Adhesive tape. 

e. Humidifier filled with distilled weter 
to indicated water level, use tep water 
only. Fill bottle only one-half full if 
there is no vater level mark. 

2. | Assist the physician or professional nurse 
to: E 
a. Attach humidifier to the reguletor. 
be Attach the nasal catheter to the tubing 

on the water container. 

c. lubricate cetheter. 

d. Start flow of oxygen 

e. Insert the catheter 

f. Regulete liter flow of oxygen 

E. Fasten the catheter in place with adhesive 
tape. 

3. Fasten oxygen tube to bedding with & lerge 
safety pin; permit enough sleck for patient 
to move easily. . 

4, Assist the physician or professionel nurse 
to change the catheter usually every 8 to 1? 
hours using alternate nostrils. 

5. Cleanse secretions and crusts from neres by 
applying lubricant. a“ 

6. Check oxygen liter flow specified by the 

physician. 

7. Check water level in the humidifer; keep 

filled to the water level mark. 

Be Turn off the oxygen when water is to be 
added. 

b. Unscrew the jar and add water quickly 

Ce Replace jar and start oxygen. 


m 
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ri 


8. ‘Check oxygen supply. in tenk, if supply of 
oxygen is the tank; report before becoming empty. 
9. --Report obseryation to nurse incharge. 


Oxygen Mask (Face): 

1. Wash, dry and powder. face lightly before 
mask is avplied. 

26 Connect oxygen tubing to mask tubing. 

3. Start flow of oxygen. 

4. Apply mask according to type (over nose, or 
nose and mouth) fit mask to face carefully 
and sungly; fasten :streps. 

5, Readjust and regulete flow of oxygen to the 
number of liters ordered by the physician. 

6. Remove mask about. every 2 hours to wash, dry 
end powder face lightly; sponge and dry the 
interior part of the mask; provide necessary 
mouth care while mask'is removed. 

Te Check oxygen liters flow. E 

8. Check oxygen supply in tank, if- tank is being 
used, report before empty... E 

9. Check apparatus for.leaks frequently 

10. Report observations^to nurse in charge. 


Oxygen Tent; 2% 


1. Cover mattress with plastic or rubber sheet 
or enclose in cover. 

2. Place patient and bed into desired position: 

3. Use cotton blankets to cover patient, drape 
‘one about head and neck and shoulders if 


necessery 
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9. 
10. 


12. 


13. 


Move unit into position near bed before 

opening canopy. 

Unfold and place canopy over upper part 

of bed over the patient's head and chest 

or the entire bed if intended. 

Connect oxygen supply and flush the tent. 

Seal the edges of the canopy : 

a. Close all zippers and sleeves 

b. Tuck top and side edges well under 
mattress at the head and sides of bed; 
place front edge in & folded sheet and 
tuck sheet under mattress at the sides, 
allow canopy.and top cover to mold loose- 
ly over patient's body. 

Ce Tuck all edges under sides and ends of 
mattress if canopy fits over entire 
mattress. 

Adjust oxygen liters.flow to.that ordered by 

the physician. 

Provide hand bell for patient to call. 

Take temperature of patient rectally. 

Put arm through sleeve in.the canopy for to. 


“provid nursing care for pió. limited movement. 


such as: giving fluids, washing face and 
hends giving medications. 


Slide skirt of canopy up to patient's neck 


and tuck under pillow at the head of the bed 
to carry out nursing care requiring more 
time ang more movement of the patient. 
Remove canopy if patient is permitted out of 
the tent for a period of time. 


^ 
oj 


A 
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DAC 


se  Loosoz canopy and fold over head of 
ted or frame. 

b. Turn off oxygen. 

€. Repiace cenopy; oven liter regulator 

Tto flush tent, then adjust liter flow 

to emount ordered, seal canopy 

Check thermostat fo regulate temperaturé ™ 

withia tent at ebout 70°F or temperature 

most comfortable for petient. D 


152 -rCheck air circulation; keep about half-way 


lEs 


“erm Stean inhalsti^n : 


1. 
D. 
3. 
4. 
5, 
6. 


between low and high. : 
Check oxygen liter flow, report to nurse 
incharge if there ls variation from that. 
specified by the paysicien. 

Check drip pan under cabinet if there is 
one and empty according to directions. 


x 


bL Tt ; om 

 Expiain procedure +o the patient. 

Close windows and doors in patient's room, 
Put patient into c sitting position... AOR 
Pour maaeured medication (if to be used). 
Pour boiled water into tbe basin. 

Cover patient with a blanket or sheet after 
jnstructing him to inhale steam. 

After finishing the procedure, keep patient 
warm end in a cor fortable position. 

Carry equipment to the utility room and 
cleen, dry it and put it in its place. 
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TREATMENT OF THE EAR 


Treatment of the Ear: 


. Treatment of the ear that a nurse performs 
include irrigation and the application of drugs in 
the form of liquid or ointment. 


Definition of ear irrigation: 


Is the flushing of the external ear canal 
with a stream of solution. 


Purposes: 


l. To cleanse the external ear canal. 

2. To soften impacted wax. 

3. To dislodge any foreign body or to supply 
heat. 

4. To remove purulent discharges. 

De To reduce inflammation and congestion. 


Eouipment: 


1. A syringe or e rubber bulb. 

2. A large kidney basin. 

3. Cotton pledgets. 

4. A face towel. g 

5 À plaster protector and a towel to spread 
over it. : 

6. The solution prescribed. | ' 

T. A waste receptacle, 

8.  Otoscope (is an instrument used for looking. 
into the ear canal). 
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10. 


Solutions for ear irrigation include: 

a. Boric acid 2-4% or salt 

De Normal saline is usually prescribed 
for cleansing. 

c. Sodium bicarbonate 8% or (1 teaspoon 
to 500 m1). 2 

d. Hydrogen peroxide (is sometimes ordered 
to soften impacted wax and to aid in 
its removel). 

Solution temp. should be near body temp, 

(37 °C) and amount of. solution (500-1000cc) 


Preparation of patient : 


l. 


2. 


iae 


Explain to patient what are you going to do 
for him. 

Put patient in sitting position on a chair 
or in recumbent position in bed, he should 
have under his head. only one pillow or none 
at all, he should lie at the near side of 
the. bed, spread the plastic protector with 
& towel over it, beneath. his head. 


omg his heel to expose the ear;to-be irri- 


“gated.” (05 t 1 375 


Place ‘the towel | over the. patient 's,shoulders. 


ora 


Procedure : 


l. 


Before starting the irrigaticn, cléanse the 
ear with a compress in order to free it of 
any accumulated discharges. 
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2. Put the basin directly under his ear and 
close to the neck. The patient may be able 
to hold it in place. 

3. Gently pull the auricle upward and backward 
in order to straighten the euditory canal 
and hold the auricle in this way while 
introducing the fluid. 

4e Continue the irrigation in this manner 
untill the ear .s thoroughly cleansed. 

5. Remove the basin. Dry with a compress the 
canal and euricle. 

6. Then have the patient lie on the side of 
the irrigated enr to let the drainage be as 
complete es possible. 

Te If medication is to be introduced, apply it 

“at this point. 


1. Record the time and duration of the treatment, 
the kind, strength, amount and temp. of the 
fluid. B 

2. The character of the return flow, the pre- 
sence or absence of pain, dizziness, neusea 
or other incideuts, the ear treated,if only 
. one, the. condition of the ear before and 
| after the irrigetion; the medication introd- 

uced 


Points to Remember: ds 


1. Avoid too forceful injection of the solution. 


185 


Fundamentals ci Nursing Var/4 


Cuni sit PC idcm 


2. If botn ears are to ve irrigeted, complete 
the irrigation of one before starting: that^* 
of the otner. In such a case have a sepa- .: 
rate syringe and basin for egen.ear. 

3. Good light is essential forseccuréecy. 

4. Tell the natient-not to move bte head, so 
that there will be no interference with 
your movements nor.eny;injumy ‘to:his ear 
owing to some sudden motion-em his part. If 
he can not hold his head still,-do it for 
him. RASHES 

5. Dizziness, a disturbance ofgtheifluids of 
the semicircular canels, may occur from too. 


high or low temp. of irrigation fluid, if 
.pain or dizziness result from irrigation 
Bich should be discontinued until further inst- 


ruction. can be obteined. 
6. Pressure of flow should be low in order not 


to damage | the. esr, ‘arum, 
T. In order to` remove’ "impacted wex, pressure 
irrigation may “be “used. 


8. The nurse “should : Teport any untoward re- 
“action to the etor. 

9. The eer canal is not’ straight, “and because 
it is not straight, the pinna is lifted up- 
ward and backward rier t Hee CHE 
external''canal to provité fur’ Hui nore effi- 
cient irrigationoaend better STE eEs of the 
solution. acriter beers 

10. In & child,. $he:ear canal is best straigh- 

tened by drawing the earlobe dovmwerd and l 
backward. 

Ite Drops or ointments may be applied few days 

before irrigation to soften tne impacted wax. 


186 


Fundamentals of Nursing Ear/5 


Instillation of eardrovs: 


Drugs, in solution are placed in the audi- 


tory canal for their local effect. 
They are used to: 


1. 
e. 
3. 
4. 


5. 
Equipment: 


Procedure: 


EN 


Soften wax. 
Relieve pain. 
Apply local anesthesia. 


“Destroy ‘organisms end dry up persistence 


discharge from ear. 


"Destroy an insect lodged in the canal which 
" yield discomfort. 


A dropper is used to instill the solution. 


The patient lies on his side with the ear 

to be treated upper most and remains in this 
position following instillaticn to nrevent 
the drops from escaping from the cenal. 

A loose cotton wick is inserted into the 
canal in order to maintain a continuous 


. application of the solution instilled. 


A wick is never packed into the ear, becaus2 
it interferes with outward movement of. 
normal secretions end covld create pressure. 


Removal of Foreign Bodies from Ear: 


l. 


Syringe the ear with slightly warmed water 
or saline to remove the object through 
gravitation, 

Do not force to extract en object embedded 
in the ear. The result may be en injury to 
the drum or to the tissves surrounding the 
object, or the object may te puszrea even 
deeper into the ear. 
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Instillation of eardrovs: 


Drugs, in Solution are placed in the audi- 


tory canal for their local effect. 
They are used to: 


1. 
2. 
36 
4. 


5. 


Soften wax. 

Relieve pain. 

Apply local anesthesia. 

Destroy organisms end éry ud persistance 
discharge from eer. 


Destroy an insect lodged in the canal which 


yield discomfort. 


Equipment: 


Procedure: 


2A 


3. 


Removal of Foreign Bodies from Ear: 


l. 


A dropper is used to instill the solution. 


The patient lies on his side with the ear 

to be treated upper most and remeins in this 
position following instillation to nrevent | 
the drops from escaping from the cenel. 

A loose cotton wick is inserted into the 
canal in order to maintain a continuous 
application of the solution instilled. 

À wick is never packed into the eer, beceuse 
it interferes with outward movement of 
normal secretions end could create pressure. 


7 
Syringe the ear with slightly warmed water 
or saline to remove the object through 
gravitation, 

Do not force to extract an object embedded 
in the ear. The result may be an injury to 
the drum or to the tissves surrounding the 
object, or the obiect may be pushed even 
deeper into the enr. 
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3. Unskilled manipulations may »roduce a swell- 
ing thet mekes remoyal extremely difficult. 

4, Alcohol is used to remove foreign body such 
sas beans or pees which a child sometimes pus 
into this ear. 

5. O11 (may be used for other types of foreign 
bodies it makes the foreign material slip- 
pery, permitt’ng easy expulsion). 

6. If it is active insects, it should be killed 
immediately to reduce the danger of further 
injury from bites or from damage caused by 
insect, & few drops of oil or alcohol ins- 
tilled into the ear will kill the insect 
which cen then be masnad from the canal by 
Terigation, 

E pev 


Treatment of the Nose end Throat: 


Treatments of phe, nose may be similar to 
Vrbnteents of ihe throat. Nose irr igations are ordered 
and go are throat irrigetions, drugs are sprayed into 
„the nose end throat. Liquid drugs are ordered for the 
nose gargles and painting are ordered for the throat, 


Nose Irrigation: 


Is the flushing of a part by stream of liquid. 
It may be called a nasal douche and e eee irrigation 
may be called a pharyngeal douche. de 


The purposes ef Nose and throat irrigations 
are? -- i ^ 
ok. To soften and remove discharges. 


2. To relieve pain and swelling. 
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3. To apply heat. 


4. To remove purulant discharge and dry sec- 
retion and crust. 


Equipment: 


The same —— Ü( is needed for. irrigation 
of both the nose end throat. THREE 
1. Disposable eq.ipment consists of plastic bag 
and plastic irrigating tip. 
2. Lerge basin for the return flow. " 
3. Protector for bed and patient. (a rubber 
apron with a towel for the lap). 
4. Automizer is used for spraying drugs into the 
nose and throat. 
5, Medicine dropper. 
"6. Nasal speulum to examiné the nose. 
Te. Tongue depressor to examine the throat. 
8. Solutions used for nose and throat‘trrigations 
. are made from mild nonirritating drags. 
a.s Sodium chloride "m 
b. Sodium bicarbóüste' 
c. “Boric acid van B 
d. Normal saline ^^ onm 
The same solutions used for garglé8, syrup 


solutio‘ are used as garg¥es since whey Stick in the 
throat. ^ mom 


Procedüre of Throat Irrigation: 
l. Explain to patient what are you going to do 
for him. " " 
2. Arrange the irrigating can containing the 
solution on a pole at the bed side, 


so that the base is only slightly above the 
level of the patient's mouth. 
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3. Place the patient in a sitting position with 
his head tilted directly over a basin placed 
in front of him. | 

4. Instruct the patient to hold his breath 
while the solution is flowing. 

5. Insert the nozzle into the mouth, being eare- . 
ful not to touch the base of the tongue or 
the uvula. Direct the flow so that ell parts 
of the throat are irrigated. 

6. Clamp the tubing to interrupt the irrigation 
at regular intervals to permit patient to 
breathe and rest. 


Nasal Irrigation: 


The same as in throat irrigation. 

- Patient should’ be instructed to breathe through 
his mouth during the entire procedure. 

- Following the procedure, the patient should 
be instructed not to blow his nose for & 
short while, as to do so may force discharges 
into surrounding areas. 

- Patient should not be permitted to go out 
into cold air for an hour. 

(Reason) 

The heat from the solution and increased 
blood supply in the mucous membrene of the 
nose make the patient more susceptible to 
the common cold, For a temporary period of 
time. 

æ If nasal irrigation follows a recent surgical 

procedure or the nose, the treatment will need 

‘to be given with sterile equipment and under 

aseptic conditions, 
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Removal of Foreign Bodies from the Nose: 


Foreign bodies such as beans, buttons, peas 
and pebbles that small children often put into their 
nostrils can be removed by assisting the child to 
blów his nose. 

Animate objects, such as insects or worms, 
that have gained access to the nasal cavity, can usua- 
lly be removed by a nasal douche. Inflammation and ^ 
infection are present, the condition should be treated 
by & doctor. If & hard foriegn body provide light, 
pressure above the foreign body and pick it up with 
special instrument. 


Instillations of Nose Drops: 


Medications instilled into the nares are 
used primerily for the relief of nasal congestion. 

lc `- Paper wipes should be' provided for the 
patient. 

2. Put patient in a sitting position with his 
head tilted back, or he lies in bed with 
his head tilteG-back..:- 

3. Sufficient solution for both nares is drawn 
into a dropper. i 

4. The dropper is placed just inside the nares, 
approximately one third inch nnd number of 
drops prescribed is instilled. 

5. Instruct patient to keep his head tilted 
back for several minutes to prevent the 
escape of solution from the anterior nares. 
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6. Wnen instilling Grops into the nares of | 
an infant or an irrationei patient, 
the tip of the dropper should be prcevect- 
ed witn a piece of soft rubber tubing to 
minimize the danger of injuring ihe nasal 
mucous membrane. 


Nasal Spray:. m" 


Solutions that are unastilled by drops also may 
be applied: to ine nasal mucous membrane by using e 
sprey of small sutomizer generally is used. 

The end of ihe nose is held up, and tne tip of 
the nozzle is placed just inside the nares, and di- 
rected backwerd. Sufficiert force ig used to bring 
the spray into contact with the membrane. 

Too much force may drive the solution and the 
contamination into the sinuses and the Eustechian 
tubes. 


Epistaxis 7 


It is a nose bleed, caused by a sudden blow or 
injury, the presence of--adenoid. or. other: small growt?:s 
or by spcntaneour rupture of a blood vessel: in con- 


dition of hypertension. cessc e  cs5cuonhb on 
UROHmEY OU 
The Trestment : eae: Sre aqe 


Depends cn severity of hemorrhage.” 7? 


For Minor Bleeding: 


. ice compresses over the bridge of the. 
nose or pressure extend on the affected side may 
suffice to aton the bleeding. 
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For Extensive 


It may be necessary to pack the 


nostril with a special pack made of gauze soaked in 
adrenalin solution. 


A hypodermic injection of a coagulent may 


be indicated for severe homorrhage. 


Points to Remember: 


l. 


2. 


Pressure in & throat irrigation may be 
higher than in nose irrigation. 

The can should be! hung about 24 inches 
above the outlet in a throat irrigation 
and 12 inches above the outlet in a nose 
irrigation. 

Temp. of solution for a throat irrigation 
may be about 110°F ena temp. of the solu- 
tion for &8 nose irrigation may be 105°F, 
For throat that gag reflex can be stimu- 
lated by a forceful stream of water into 
the throat. Keeping the level of the 
solution low minimizes pressure. Gravity 
will cause the solution to flow as 

long as the irrigating tip is below the 
base of the fluid. 

Gravity causes the solution to flow back 
out into the basin. 

Breathing while the solution is flowing 
into and out of the mouth may result in 
aspirating some of the solution. 

Gag reflex can be stimulated by touching 
the uvula or the tongue. 
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8. Holding the breath interrupts normel 
physiologic functions of respiration. 
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EYE TREATMENT 


Symptoms of Eye Abnormalities: 


1. 


Qe 3. 


3. 
4. 


5. 
6. 


T. 
8. 


Swollen 

Inflamed eye lids or persistent crusting of 

lid margins. 

Pain in the eyes with redness and swelling 

Sudden change in vision, such as dimming 

sight or double vision. 

Frequent formation of styes (hordeolum) 

Discomfort, vertigo headaches and other 

signs of eye strain 

Undue.sensitivity to light. 

Necessity of holding reading material very 

near.or quite fer from the eyes in order to 

see clearly. 

The following vracties should be observed 

regardless of the type of treatment. 

1. The hands must be washed thoroughly be- 
fore beginning any procedure in the care 
of the eyes. 


Be All equipment and solutions used in or 


about the eye. should be sterile. 

3. Individuel medicine bottles, droppers 
tubes of ointment, and equipment should 
be used for the patient being treated 
for an eye infection. 

4. A good light sad essential when giving 
eye treatment.” 07o" 

5. Gentleness should always be used for 
any procedure involving the eve, such ay 
opening the eyelid. 
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6. 


10. 


ll. 


12. 


of ZLursing Eye /2 


Pressure in opening tne eye should be 
placed on the bony structures surroun- 
ding the ey2 rather than on the eye 
itself. 

Eye pads ar? usually contraindicated 
in the presence of an eye infection. 
Droppers, irrigating tips, etc. should 
not touch the eyelid or the conjunctiva. 
Medications or irrigation solutions 
‘should .be directed into the lower con- 
junctiva not onto the corneal. surface. 
Cleansing strokes or solutions,should 


be directed from the inner toward the 
outer canthus. , ees 


If infection is present separate. equip- 
ment should be used for each eye, solu- 
‘tion should. not be ellowed to run from 
'one eye to the other. 

If the patient is helpless or unconscious, 
the cornea should not be allowed to be- 
come dry or irritated. M. 


Types of local eye treatment commonly administrered:- 
by the nurse, include: 


vibe: 


Drugs: applied ag instillation of drops 


«c or ointment. 


ee 


3. 


Ae: 


5. 


poo 


I. 8. Eye Instillation © 


Irrigation 

Removal of foreign body from eve 
Compremses, hot and cold 

Application of eye peds or dressings. 


LSE 


The technique of administering eye drops. 


ats a) \ CE 


VIa AS 


197 


^ 


Fundamentals of Nursing Sye/3 


Purposes: 
1. To prepare for an examination of the eyes 
including refraction. 
2. To treat a disease of the eye. 
3. To produce local anesthesia in preparation 


foran operation or the removal of sutures. 


Fauioment: 


1. 
2. 
3. 
4. 


5s 


General 


l. 


A sterile dropper. 

The solution prescribed. 

Gauze compresses. 

A towel or other protective article. 
A waste receptacle 


instructions: 
If.the patient is seated on a chair, provide 
& firm support for his head. 

Good light is necessary, but do not expose 
his eyes to & bright glare. 

Do not let the point of the dropper touch 
the eye. 

Use sterile technique. 


Procedure: 


At 
2. 
3. 


Collect equipment. 

Explein to the patient. 

Adjust the patient's position if he is able 
to have him sit up either on a chair, or in 
bed. If recumbent, he should have under his 
head only one pillow or none at all, end 
should lie at the near side cf the bed. 
Bathe the eye if necessary. 
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5. Draw 
tion 
o. With 
left 


nificans 


of Nursing 


into the dropper as 


eas 


may be -equired. 
the. .index.pf middle 


much of medica- 


finger of your 
hand gently. pull down. the iet lid 
cnc tell ihe patient, to 1eok.-up« 


gsinst something 


so that the movement of. the dropper may be 


controlleZ in order to prevent the droprer 


she lid, it is 


of Crops oi 


niin 


.y part of the eye or lid. 


conta- 


erile one must tre 


e drugs 


to ciose nis 


balls up en ie cS YS 


soluiicn. 


T. Steading. your other hend. 
from touching i|: 
(If €ropper touches 
minated and a fresh 3% 
used). 
2. Allow tac correct number 
to felr ae inne» corner. 
9. Relsesc the lid anc tell 
eyes and io move the eye 
in orcer to diffuse the 
ds Wine away 
teaTSe 
Ates iWon ho 
a ccmpress 
‘tre solution from enter 
duct. 
Marting: 


with a compress fl emeess of 


has closed his lids, gently press 
on the inner centhus to prevent 
ing the lacrimal 


Record the time and the kind and amount of 
the modicavicn, the recction o? the netient ond sig- 


each eye: 


ana 


observaticn. 


means 
means 


mG anes 


right eye 
left 


Different medications may v2 ordered for 
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b. "Anplication of Eye Ointments" 
Ointments are used: 

1l. To treat infections of the eve. 

2. io dilete or contract pupil. 

3. To soothe or lubricate as in burn of. the 
conjunctiva. 


*oguipment: 
1. A sterile ointment tube. 
2. Gauze compresses. 
3. A vaste receptacle. 


Procedure: 


l. Prepare equipment. 

2. Explain to the patient. 

3. Position same us in introducing drops. 

A. Apply ointment directly to the fornix from 
the ointment tube. vIUDS 

5. Do not allow the tip of the tube to touch 
any part of tbe eye, thus becoming conta- 
minated. 

Oe A ribbon of o:.ıtment long enough to cover 
the lengtn of the fornix, because ointment 
tube is held slightly away from the eyelic, 
_the ribbon must be twisted off before the 
lower eyelid is filled (To manage this better 
use warm ointment). : 

".. Instruct the patient to close. his eye light- 
ly and roll the eye ball in ali:directions. 


TI. Eye eżions » 3708 Ses 


Irrigation: AME 
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Purnos?: 


le. 
2. 


To remove a purulent secretion. 

To reduce congestion and inflammetion. 
To expel a foreign body. 

To enpoly heat. 

To cleanse the eye. 

To check infection. 


Koulpmeiy 


An undine, or syringe 

An eve dropper 

Cotton balls 

A small towel 

A plastic protector and & towel to sprea' 
over it. 


~ A waste receptacle 


TL Suton eave 


Gentral Instructions: 


le 


"5. 


Se 


el: 
Ss 


tA YS 
ays 


If both eyes ‘are to be irrigated, complete 

the irrigation of one eye before beginning 

that of ihe other in such & cese have sepa- 
rate equipment for each eye. 

Never use force in opening the lids. 


“d'hot let the solution fall from a height 
*Of more than 2 inches above the eyes. 


TAstruct the »atient not to move his head, 
least a sudden movement should cause the 
‘point of the syringe or dropper to injure 


US the cornes, 


The kind of solution and its amount depend 
on the purpose of the irrigation and will 
be prescribed br £he physician. 
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Procedure: 


il. 


Adjust the patient in recumbent position 
he should have only one pillow, or none at 
all under his head. Spread the plastic pro- 
tector, with a towel over it, beneath his 
head. 

Tilt his head slightly backward and toward 
the side of the eye to be treated, this 
position puts the outer canthus lower than 
the inner and consequently favors the proper 
drainage. At the same time, this prevents 
the fluid from entering the other eve. 

Wash off any discharge present on the lids 
with a cotton pledg2ts moistened in the 
solution. eles 

Separate the lids, by applying gentle trac- 
tion upward with the index finger and down- 
ward with thumb of one hand. 

Keep the lids separated during the flow. 
With the undine in the other hand bring the 
tip close to the inner centhus, but without 
touching the eveball and direct the stream 
gently toward: the outer canthus. f 

Put kidney basin: on the side of face to 
recieve- solution during irrigation. 

Tell patient to: look upward and away from 
the tip and: to move the eye ball up and 
down, te Pu ut 

Continue the irrigation' in this manner unt. 
the eye is thoroughly cleansed. ns 

Dry the eye, wiping with the py ca 
from the inner canthus. 
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Solutions used: 


1. 

nose 
EMT 
monr ome 


Charting: 


Note: 


rature. 


III. 


Boric acid 2% 
NormüI saline’ 0.$% 
Argysol 25% —^ 


Silver: nitrate iz ae Rem wag Oe 5 
eet ae 


MACC 


Samé"as eye igation: 
eed agna ae tear 


veer sa: "ost 


The solution uned must be aB ebay tenpe~ 


"The Removel of Foreign’ Bodies ‘From the 
Eye" " o Hole 
Evert the lids like this‘the upper lid 
a. Ask the patient to löök down but to 
‘keep both eyes open. (In OBPÉS w ey the 
sensitive cornea is kept wy from 


the. surface of the li8 ed PU is veing 
turned)... L aid " 


b. Grasp.ihe upper lid by the eyelashes 


pull. down end: out» x 


c. An applicator; . cotton covered tooth pick 
OF -penghicda placed on™ the lid at a spot 


: &bove. She {tarsal éaptilage, hich is 
| firm.eng+cennot: ‘be “bent. 

d. Press gently backward and downwerd with 
the stick end at ud seine “time pull up 
on the lashes... 

By other hands after qu: the object 


carefully, pick it out with some soft materia. 
or wash it out with warm weter using an cy? 


dropper. 
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2. After tne removal, irrigate the eye with 
warm water. 

4. Leeve to & physician the removal of ey 

object that has become embedded in the 

substance of the eye itself. 

Leser lid is everted by gentiy pulling it 

down. 


TARTE 


Remember that greet care;must ke..exercised 
in andai ony foreign body from th2 eye s.ace. them 
is ciways the risk of local infection. 


VI. "Ucet Congresses For Eye" 


Equipment ; 


l. Squares of geuze size 4 x Bem 
^ 
^4 


2. oae blades `a 

3. asin for solution 

ji. Mineral oil (or sterile pe ebzoleus july; 
5.  Etoluticr according io Ir, (Jer (Hos or 


cold). 


CONI 


All of the materials used fcr hot ené 
cold moist conrresses on the oyes must Se sterile. 


l. A gouge is 2olded and tied *ifntiy on a 
vide tongue blade (this dressing ce1?:6 
lollipops) 

Ze The excess moisture is squeezed from th- 
greza by pr2aning two lollinos together- 

3. ‘She desired *erperature is maintained ox 


the eve ty elternating the dressing ever 
30 to 60 seconds. 
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4. The handle must be hold in the upright 
position at all times during use, to 
prevent cross contamination. 

D. Before applying moist heat to the eye, 
& protective layer of sterile petroleum 
jelly is applied to the lid. 


Note: 


When compresses are applied to both eyes, 
separate equipment is used for each eye. 


V. "Eye Dressings" 

Eye dressings are prepared by placing two 
layers of cotton batting between two leyers of 
gauze roller bandage. 

Then these layers are cut in an oval shape 
and called eye pads. Then each two pads are put in 
one pecket and sterilized to be used (size 1K%"x2%") 

When dressing an eye that is deep set, 
two eye pads should be used on one eye. Lye dressings 
are held in vlace with scotch tape. 


205 


Fundamentals of Nursiuz Lumb. Punct/1 


JOMETR PUNCTURE 


Definition : 


Lumoer puncture is the insertion or a needle 
into the lumber sud--avachroid space. 


Purvose : 


^f. 
Be Diagnostic in c- "der to; 


1. Obiein a npesinen of cercbro-soinal fluid 
(C.S.P) (The fluid which surrounds the brain 
end spinel cord). 

2. Measure pressure of cerebrospinal fluid. 
The pressura range is 60 - 160mm of water. 

3. Inject dye or nir into sub-arechniod space 
preparatory to take x-ray of brain and 
spinal cord. 

b. Therzpeu:ic 

1. To inject medicetion or anesthetic directly 
into eub erachmoid space. 

2. To remove cerebre spinal fluid bo relieve 
undue pressure, 


Equipment: 


l. Sterile (tray containing) 

1. Syringe 2 - 5ml and needle 22 - 25 gauge 
(for injecting local anesthesia usually 
procaine hydrochloride). 

2. Lumber puncture needle 20 - 22 gauge, 
8 - 12cm or 3 - 5 inches long. 

3. Fenestrated drape (opening of drape is 
placed over aree of back where spinal 
canal will be entered. 
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Guides fon saa Wovens i 


1. 


sits o2 ente»y forceps ard cups 
‘autisentic. 
S$. Stenlis 


Gloves for the cocrstur, 


Tov 


we e we 


Ae Gure 


mnedle is w..thdrern. 


ime rl a. | : ^. á Pa 4 
9. Drug exc syringe for infecting Lt, 
crderad,. 
H E -41 
Un aterile 


4 


bssive practices of surgicei asepsis. 
lumbar pancture is.usunlly made si 


Zourth and firth lumbar vortebrae,. Thi 
acvel is below the spinal cord end tht 


rore 


where is no danger of injury t 


cord Z2 CX ingestion of the reedle. 


tetween the thirt £54 foyi 


Dumb, Zunct/? 


for specimens three cr more. 
cC.  Anvcizorcioa nnd cotton balis 5o cleanze 


for 


Monomcter with three war sioo-coclk,. . 
Aressing of site c? mitry when 


[5 
er 
"vw 
2 


Lumber puncture is done hy kə doctor with 
PN 


the essistance of the nurse. 

During a spintl puncture, the patient 

obscrvaái for sign of shock; nausea end 
t Pa 


miting (Srock 


facial pallor accelerated pulse rate, 


Vor 


can be demonstrated by muddo 


CXC- 
occur 
nal 


asive lost of cónsicusness). This can 

ag a remit ef the lowering of the son 
fluià pressure or up on the administration 
o? mz inte spinel canal. 
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P 


rocedure: 


1. 


2. 


Patient should have correct positioning, 
maximum separation of the third end fourth 
lumbar vertebrae will facilitate needie in- 
sertion. 


Patients ere often anxious about a lumbar 


puncture, the nurse can reassure her that 
there is usually very little discomfort. 


etc 


The nurse weshes hands, and prepare the eq- 
uipment needed for lumber vunciure. 

The nurse explains to the patient what ere 
they-going to do, and explains what the 
patient cen expect,and what he can do to 
facilitate the procedure. 


CUR 


,Adjust the position of. the patient: 


‘a. Patient lies.on his side with knees drawn 


up to the abdomen end. the chin dispieced 
downward into chest. The nurse may help 
if the patient is an infant, young child 
or an‘unconscious or irrationel edult, 
by placing one arm on the back of his 
neck and other behind his knees. 

b. The patient may sit on the side of the 
bed end lean forward on the table 
or the nurse. This position is often 
used for the administration of spinal 
anesthesia. Spinal pressure reading is 
inaccurate when the patient is in e 
sitting position. 
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When *Le position has been adjusted, cleense 
and disinZect the area at this point (the 
nozmal miorc orgeiisms present on the skin 
wee becom. pathogenies when introduced into 
body) then esrefully | drape , to provide a 
sterile ficid. Th: local anesthetic is ad- 
ministered and a^ loved to take effect. 

Aftar tha physician inserts the ‘spinal needle 
into tre exbarechnoid space, the manometer is 
attached and the fluid is allowed to flow ` 
freely into it until it stops. The level at 
which tre fluid’ ctops-irdicates the spinel 
pressure. 

The stopcock is turned end the fluid allowed 
*o rvn or drip into the specimens tubes ne- 
turelly for subsequent laboratory study. 
Collect the first dripvings. (These ere tinged 
with the Flood from'the pierced tissues). 
When the fluid becomes clear use a second 


tube to collect it, uic c third tube 


is requirec. DES 

After the specin ns have been gathered, the 
needle removed end direct. pressure is applies 
for a short time (wipe the area with dis- 
infectent and put on dressing). 

Plece the petieat flet in bed after procedure. 
This helps preveat headache. He should remain 
flat for 12 - 24 hours. (Removal of the 
spinal fluid ceuses a decrease of blood pre- 
ssure end a circulatory disturoence until 

the supply of fiuiá again becones normel,) 
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10. 


When spinal anesthesia is edministered,the 

patient placed flat on the table, and the 

head of the table is lowered. 

a. Record the time and duration of the 
treatment. 

b. The side of insertion. 

c. The name of the physician or anesthetist 

d. The position of the patient, sitting or 


lying. 
e. Amount and cheracter of the fluid vith- 
 dr&wneo. ile 


f. Whether &.specimen ves sent to the 
laboratory or not. 


g. The medication given, end the reaction 


of the patient curing and after the 
treatment. 
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ABDOMINAL PARACENTESIS 


Abdominal paracentesis: LIN NES TE 


n ne 


Is aspiration, of fluià from the’ peHitoneal 


cavity... f HP 


? 
Objectives: 2 $ ` 


TEONE, Pp l 
sile- To reduce pressure on vital organs. 
^3 2. rio gid physicien din diagnosis. 


Terminoiagri" 
l. Peritoneal cavity a potenialsýace between 
the visceral peritoneum and the abdominal 
wall peritoneum parietal. 


-— 


Q4 Ascitesm DS =. Y 
ü Acurvlation of serous fluid in the peri- 
toneel cavity. 
3. Syncope: + Ner ee 
~ Fainting; a transient loss of conscious- 


ness, 


“Sguipnent : 
Steril? ecuinment: 

l. Parecentesis tray (which contains needles, 
knife handle, blades trocar and cennule,' 
rubber tubing syringe end besins) 

2. One pair of gloves. 

3. Small syringe with 22 - 25 gauge needle fcr 

enesthetic. 

4. Suturinz,material ( Forceps, suture needle 
&nd scissors) for closing the incision. 

LP Dressing set, fenestrated drape. 

€. Antiseptic solition with anesthetic agent. 
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Un sterile ecuipment;: 


l. 


Container for drainage, preferably a calibra- 
ted bottle. 


A aee ive tape. 


3. 


Laboratory reouesting form with test tubes. 


Patient preparation: 


l. 
2. 
3. 


4. 


Screen the patient. 

Take the pulse. 

Explain to patiert what you are going to do 

to keep him quiet and immobile during proce- 

dure. d vu 

Give the patient the bed pan and instruct 

him/her to empty the bladder. Report inabi- 

lity to void to the doctor before treatment 

begins. 

Place petient in position for the treatment. 

a. Sitting up in a chair 

b. Sitting on edge of bed with back and feet 
well supported. 

c. Fowler's position and close to edge of 
the bed. 

Turn top covers down and place draw sheet 

over patient's legs and feet for warmth. 

Expose abdomen by folding gown up over chest 

and shoulder, pin at back if necessary. ` 

Prepare the site of puncture, wash the skin 

thoroughly with soap and water,’ end dry. 

Tisinfect the area with antiseptic solution 


` and shave if necessary. 
— . 


"dd 
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vi 


sis putis in c9ntre-óf abdomen. 


2rcoet Sie: . 


eios 


ue 


MS 


rcala of Yursing ' — Paracent/3 


ite of Parncen&íenin: 


Miéway between the umbilieui énà- tne byn- 


Assisting ‘physician 


“lash hands cerefolly before opening the- sev. 
Cleanse tov of procaine solution bottle with 
satiseptic sponge and hold the ‘Bettie so the 
solution can du withdrawn, sce a 

The ‘docbléx 3uts on rubber? gloves, injects 
area tish proceine, drapes area. s 

Tae dcctor makes a small incision with the 


$c8lrel “end inserts the trocar with oannuie- 


‘attached i to' the rubber tubing. 


The r-?te collects the specirens in sterile 
test tubes and ploces it in holder. 

D. VU Srey E “a g ^ 
Waten patient ce-efully for signs of pallor, ~= — 


rapid er strai > exertion. 
Kecp ratie awara and vei es 


af the tubirs is to be left in place, it mus} 


“be adeguetely Secured with adhesive tape end 


covered with a sterile bandage, the end of 


the’ ibing SSCvred in the drainage bottle. 
Mg qot babs FA To 


Jen — M € 
qu won anb! Xp anus 


a Firme” E Dav 


"geosrk th caes n" 


«. Dapine. the ;ppocedurs . and. after, attention 


should he given to physical status; pulse, 
respiration and skin color of:the patient 
The patient must be observed.-for: yntoward 
reection associated with electrolyte imba- 
Lance l 
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3. | Record the amount, color, odor, and visco- 
oo Vos sity of the fluid aspirated. D 
4. After the procedure, dressing should be 
checked frequently if ascites develops rea- 
pidly, the patient vill need frequent chan- 
ges of dressings, clothing and bedding. 
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wat OVS THORACENTESIS 


Definition: 


Aspiration of fluid or eir from pleural 
cavity. ay Es 


dais S aaay . 
T a. - 


oe PEST POS 


Objectives: 
1. Aid in diagnosis. " 
2... Remove accumulation of fluid in the pleural 


bu 


cavity. 
3. May be done for ‘therapeutic reasons. 
4. Relieve symptom-. sft AP 
Terminolozy: 


Pleural cavitv: 


A potential space located between the vis- 
cerel pleura covering the lung and the bartial lining 
the rib cage. 


Eouipment: 

Sterile equipment: 

Le Large syringe 50cc 

2. Small syringe vith needle gauge 22 - 25 for 
enesthesia. 

3. Needle (blunt) 15 geuge 2 - 3 inches long. 

^. 2 vay stopcock. 

^. Geuze end cotton. 

6. Sterile rubber gloves. ! 

7. Drape or towels. e Vice cone 

S A akti antidentio; NO C6 S 

9. Bottles of 1% procaine hydrochlorióe. 

10. Large calibrated bottle (cleen) vith stonner 
to which is attached 2-way stop cook. Cne 
opening is ettached to a rubber tubing 
(sterile) which connects with needle in 
pleural cavity at time of inserticn. 
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nome ek 


ntals of Nursing - 


Non sterile equipment: 
1. Adhesive tape. 
2,  Basinyo;- -rder v 
3. Bath blanket 
ode. ga 9500lis ve mipi- Pubs : 
5e. Contathes to.hold test tubes.. 


j ae 
Patient eee De 


1. Screen the patient. . wens 

2, Taeke the “pulseyo , 

3. Explein | to patient vhet will occur to keen 
him innie" Ene quiet during the »roce¢éure 
ahe: to: ailay his Nety and promote co-one- 
‘vation. © 5i cüy ntk 

^. Place the petient:in one of ‘these positions: 
a. Sitting position: The petien t's back is 

to the side of the bec. 
b. Séri-recumbént. position: Patient lies on' 
side. with (o oF three pillows for sudport. 
c. Petient may be Supported ‘by “the nurse or 
‘lean forward on over bed table peccec with 


Ts pillows." 


Qui 


(the fluid; tends to localize in the base 
of body cavity, because of the gravity, 
and the up right-pesition facilitates ihe 
removel of fluid). 
E MEL 
Procedure (essisting physipian): 

1. Be sure “that Art ‘Equipment is’ ‘rdady 

2. Séperate petierit' s ‘gown to expose emple | eree 
‘of site on effected sfée. ud 

3. Place petient's hand of affected side on the 
opposited shoulder. 

“4. . Protect shoulders with draw.. sheet. 

5,  Flece stool if to be used. 

6. Protect bed with rubber protector and towel 

T. Exarine skin eree, and if necessary, wesh 
theroughly, with soap and water and ry. 
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8. 
9. 


10. 


12. 


13. 


15. 


16. 


Ao 


18. 


Wash hands. 


Open the set. 


The doctor puts on rubber gloves end dreves 
area. 

The sites of perforation are the sixth or 
seventh inter costal space at the midaxillary 
line, and the seventh or eighth inter-costal 
space at the scanuler line.. : 

(the physicien determines the site of puncturr 
by previous rercussion eng auscultationof the 
fluid level). 

The prysician inserts the thorecentesis needle 
through the inter-costal space, into pleural 
cavity, the fluid is then witEdrawn by direct 


. aspiration with a syringe. 


A three-way, stop cock is used to remove. 
the fluid from the syringe end still keep 
the system air tight. The needle may be 
connected to e negative - pressure creinage 
set-up if desired, 

Apply pressure end dressings to permit the 
puncture site to seal itself. After the 
physicien withdraws the needle, pressure 
and small dressing or bend aid are applied 
to the puncture site. 2 

Place patient on unaffected side after the. 
procedure to prevent. seepege caused by ~ 
coughing or £ravitationel forte. and watch 


, him for signs of synéope, expectoration of 


blood, also quality: end rate of pulse. 
Measure the totel, amount of fluid aspirated. 
Send specimens with correct labeling end 
laboratory form.to designated léboratory. 
Clean the erticles and place on é@ésignated 
place for pick up by central supply. 


EN ee rz 
ta B 


aM 
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Record : NM 

Record Lip eras . 

l. On nurse's notes. Pete Lagu gn 
.8. Amount and character of fluid withürarn 
b. Time and neme of/ the treatment | // 2% 
c. By whom the treatment was performed ri 
d. The reaction and condition of the petient 

to the treatment. 

e. Time and laboratory to. which specimens. 


were sent. 


mn 
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HOT AND COLD APPLICATION 


Definition: wn UR » j a 2,5 , 
Physical agent applied to an area of the 
patients body which bring about a change in tissue 


temperature. 


\ 


NAM Terminology: 
» 
Compress - Several layers of moist, absor- 


bent cloth or ganze folded to cover a small body area. 


nmm v7. Piethermy: 
yr High - frequency currents used to produce 
, heat in body tissue. 


ONS: Pack : 
"T Moist cloths or dressings applied to a 
N large body area. 
2X? Soak : 
oj Placing & part of the body in water or in 


& medicated solution. 


The cold compresses : 


A. Cold. types: vo es 
l. The ice ‘bag 
2. The ice collar ^ 
3. The ice compress 
4. The cold pack 
5. Alcohol end cool water bath 
6. The hypothermic blenket. 


n^ 
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o 


Purposes : Gi oar 
I. oq 
1. To relieve discomfort LO gl 


2. To "Emit Tifleinma tion and suppuration. 
e.g. limit edema. OF D 
3. To control bleeding 
How to apply moist compress. 


1, ‘Tray for articles 

2, Water of nrescrij bed temperaiure:. 

3. Basin TN 

4. Compresses of gmize or other cloth material 
sufficiently lerge to cover the area aó6eq- 
uately. . 

5. 4 weterproof sheet 


6. Bath themrometer. 
«^ IMPORTANT STEPS 


l. Wash your henés “Kedical asensis is used 
most often - but sterile technique is nres^- 
yibed sometimes, so that all sunpvlies shoulc 
be sterile end rands shculé be gloved e.c. 
eve and opened wound", 

2. Prepare compresses. ~ 

3. Place on ep»renriate amount of water of the 
nrescribed temnerature in a basin and immerse 
the comprzesses, in the cooled water. 

4. Spread waterproof sheet under the treated 
part. 
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4 


A 
Wring out the compresses thoroughly to 
avoid dripping on the patient which is 
uncomfortable end may wet bed cloths and 
linens. 
Place the compress on the affected area 
gently 
Change the compresses frequently enough, 
so thet they are cool. Have one compress 
cooling in the container of water, while 
using the other. Usually the patient can 
tell vou vhe. he feels the compress is 
becoming wazin. 
Continue applying compresses as ordered, 
usuelly for 15 - 20 minutes 4 - 5 times/ 
day. 

Dry ihe patient as necessery dd comp- 
leting the procedure 
Record thet compresses vere ITA length 
of time and side 
Clean the articles used. Return to it's 
proper place. 
^ HOW TO FILL -AND APPLY AN 

ICE BAG E 


HauLoment needed 


Ice bag or ice collor 

Ice.bag cover (or face towel end safety 
pine). 

EN Ace (ise: of. walnut). 


a 
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9. 


IMPORTANT STEPS 


Prepare ice cubes. 


Fill ice bag or collar about half full with 

crushed ice, 

Isesg ou? air with one hand, and fold down 

top if s5cpper.ess bottle, 

Wipe ice bas diy. TO 

Exemine and text for leaks. 

Put ice hag i cloth cover. 

Apoly to ase; ; part with metel top turned 

eves from meets body 

Refiil before eli the ice bag has melted. 

Check after one helf hour. 

When use of ice bag (or coller) is discon- 

timed. 

Be Remove cover E place in leundry 

b. Drein, wash in varm veter, rinse well 
end ar, 

c, Aller aes eir tc eater.to separate 
sides ent screw on top. 


2 


d. Return te proper plec 


The hot compresses : 


Types of hot epplics ion 
mcos The hot water bottle (II. WB.) 


2. 


36 
he 


The electric pad. 
The infrsreé lamp 
The beker (heat credle) 


A o Stean inholetion 


O64 


T. 
8. 


3;£he: hot compress 


The pet pack: 
Body souk 
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$47. 
9. The therapeutic bath » 
10, The ultraviolet lemp sJ p “21 
11. Diatnermy ox 


1. To promote wound healing 
2. To relieve discomfort diae, CAE 
: Mes vf 
3. To relieve tension muscle. Ue 
s VEM e : 
4. fo seliove congestion in remote tissue 
‘5. To vara a pari of the boay. 
6. ‘fo reduce edena 
Ye’ 
How to apply hot moist compresses 
Equipment: 
l. Tray for articles | 
2, Hot-vater bag 


3. Compresses 
or 7e sw Ée Lubricent 
wd 5, Waterproof sheet 
4 6. Besin for hot water 
T. Beth thermometer 


Imoortant steds ' 
Gan TOE Bap ier GUI UNS 52229 


1. Prepere pieces of woolen, flannel or geuze 
weterial sufficiently large to cover the 
orea. 

(( Absorbent and loosely woven fibers hold 
moisture)). 

2. Prepare a hot-water bag, hceting pad, or 
other hec^irg device to keep the applica- 
tion hoi. 
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ao P, 
ype 
65 


3. 


" External heat continually aoplied to the 
moist application will slow cooling". 
Immerse “the pack in hot weter until they 
are saturated. | 

" The woolen ór flannel material absorbs 
the water sfowly". 

Explain in simple terms to the patient 

" You need him to tell you about the 
temperature". 

Position and drape the patient appropriate- 
ly " Plecing tne body in proper alignment 
edds to the patients comfort. The patient’ 
should be kept warm and draped to avoid em- 


ea end invasion of privecy". 


Te 


Prepare the patients body so that no time 
will be wasted in applvirg the pack efter 
it is removed from the hot water,place e 

éry peck and waterproof cover under the 
extremity or near the area where the pack is 
to be epplied. 

The dry pack will cover th2 moist cne and 
the waterproof cover will 5e on tna outside. 
(( The dry pack end Éhe weterproo? cover 
will act as insulation enë will prevent 
repid heat en moisture lesz from the vet 
peck)). SG 
Lubricate the skin in the area of applica- 
tion if thé’ skin is not broken, s, 

(C Petrolatum &cts-a5s an insulator and delays 
the transmission of heat. This help prevent 
burning the patient ànd protects the skin)). 


E 


^ 
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8. 


9. 


11. 


.. 33. 


14. 


"m 
m 


ics to 


Immerse the packs in hot water until they 
are saturated. 

(( Allowing the material to become satu- 
rated provides even heat by avoiding dry 
area in the peck.)) 

Wring the hot wet packs as dry as possible. 
(( Saturated compress can burn the patient 


,. with water)). 
10. 


Shake the compress once or .twice quickly 

(( Incorporating air into. the materiel acts 
88.88 insmulator.to.help keep. the -compress 
warm to prevent burning the patient)). 


-Place the compress on the.skin lightly end 
: after a few seconds lift the pack to ins- 


pect the patient's skin fon degree of redness 


~ (( Watching the skin closely before wrap= 
ping the outside compress around the wet 


compress helps prevent burning the vatient)) 
Wrap the compress around the area, and 
mold it to the skin surface. . 

(( Air spaces between the skin and compress 
will reduce the effect of the application)) 
Cover the moist compress with the dry com- 
ress end waterproof material, Secure in place 
with safety pirs or.ties. ! 

(( Insulation end covering help prevent heat 
end moisture loss)). 

Apply the hot-water bottle, heat lamp or. 
heating pad to the area in a manner, so the 
weight is not increased over the erea 


ao (C External heat: will help maintain the 
+, compress temperature. The weight of heat 


supply (H.W.B.) can cause fatigue and dis- 
comfort.. 
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15. 


16. 


Points to remember: 
le 


2. 


3. 


Allow the comoress to remain in pisce for 
the prescribed period, ‘usually i - 2 hours 


S (( If heat is applied too long, ~ the effects 


of heat becom almost OPPOSTE from the 
initial effects)). - 

Keep the: patient warm ane sut of ‘drafts 
during and ‘efter removal of tae compress. 


« Coolness end drafts’ ray? negate the de- 


sired effects of the keat? coplications, end 
ceuse diecomfo: xt for the pesient?). 


Hog sC ciue iu 
Temperature rerges c1888lrtea as follows: 
a. Very hot 40° s 46.90 105 - 115°P 


b. Hot 36.6? ~ "40,593 — 98 - 105°r 
c. Natural `” 337892. 86, 6° ni - 93°F 
à. Cola Recs 780G "40 . 930P 
e. Very 65id?7^ 4.49 72721296. “40 « TO7P 


Tne airati da* for apis o of compresses 

on'áreas ave? UV ¢ 

«3 = Sindnutes, . o 

b. The back 10 min... .., ap 

Cc. The enterior chest ena: rbdomenyere not 
sponge _ ns ^ 

qe Short bath. d4urstion.is 25,7 30,minutes © 

Heat application ,is. contraindicated ins 

Be Patient with en acute inflemmetion 

b. Patient with malignant tumors. 

c. A patient who is a candidate for hemor- 
rhaging Cora 

d, An infection where bacterie may heve 
created pockets of gas 


a. The fece, forehead, neck, ems: gai lega 


t2 
[s] 
D 


Fundamentals of Nursing H.C.Appl/9 .... 


11. 


Special care is indicated for very weak, 
unconscious and insensitive patient. 
Moisture conducts heat better than air 
People become less sensitive to repeated 
application of reat and cold. 

People vary in their ability to tolerate 
heat and cold. People at both extremes of 
the age spectrum that is the very old and 
the very young ere particularly sensitive 

to heat and cold. 

The thicimess of the material used will 
depend on the area to which the compresses . 
will be applied. "da ro 
Screen bed if location of treatment dies 

it necessary. E 

Watch patient's Skin closely for signs of 
redness or. ‘bluish y)-" 

When the -purpose of application is to chenge 
body temperature, the site of choice is on 
large superficial vein e.g. groin., 


"he choice of the kind of application: 


l. 
2, 


3. 
4. 


6. 


It depends upon & number 'of factors: 

The purposes of the application, 

The age of the cd and condition of his 
skin. 

The general physicel health of the petient 
The erea of the body affected. 

The duration of the treatment. 

The availability of equipment. 


227 


Fundamentals of Nursing Phys-Exam/1 


ASSISTING WITH PHYSICAL EXAMINATION 


Personal and Medical History are taken on admission of 
the patient by intern or resident. This is done within 


the first 24 hours after admission. 
The general physical examiration follows the teking cf 
the History. "y 


Purpose of the physical exemination done on the patient 


who comes into the hospita? is to aid the physician in 
making e diagnosis. _ 


Nurse's Duties: wea a ane 


? pu A. 


A. Preparation of the patient ' ^" 

l. Explain to patient what will be done, in order 
to gain his cooperation ‘and to relieve fear 
and tension. ^^ 

2. Be sure patient is clean. Admission bath is 

"t |, Tediifea on’ all patients in some hospitals. 

3. Have. patiént void before examination. 

4. Have patient remove all clothing except hos- 
pital gown. 

5.  Fenfold top linen to foot of bed, end cover 
petient with sheet (or sheet and blanket, if 
weather is chilly). 

6. Be sure room is warm and free of drafts. Exe- 
mina tion may be done in patient's unit or in 
special exemination room. 

T. Provide für privacy. 


B. Preparation of Equipment 
1. Collect all necessary equipment and plece on 
tray. 
2. CHeck' to see that all equipment is in good 
working condition. 
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C. 


Be Ophthalmoscope 
b.  Otoscope 

c. Head mirror pulo 
d, Flash light 

e. ©: Stethoscope: and. reed 

f. Tape measure vene E 
Be Tongue depressors 


h. Turning fork i b Sopa Let 
‘i. Skin pencil ae " aestas Of 
je Percussion hammer 5 arrian 


ke Paper tissues. 
l. Emesis basin S oae 
me Bath towel. . CoA 


Nurse! .8 Duties During physical. Examinations 


1. 


2. 


3. 


4. 


(C oc 


T.P.R. end B/P are usually. taken “by the nurse 

. during the admission procedure T. 

Height and weight, if. requested by the Doctor 

or taken by the.nurse before the doctor be - 

gins his examinati on. 

Bring all equipment for physical examination 

to the patient's unit at one tm. 

If a patient is femele, the nurse. remains 

with the patient during the entire: examination 

Be To make the patient feel more. at ease 

b. To protect the, physician EX cese of false 

claims against; bim. NS FUN 

Assist physician | y,ppticipating his needs 

end supplying them. without delay. 

Help patient into. desired special positions 

during the examination. pate an 2 

a. Erect position - normal standing position 
Used .to inspect body posture,end extre- 
mities. 


PEM OW, 
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b. 


Ce 


Dorsal recumbent position - used for 
examination of the vagina or rectum. 
Lithotomy position - The patient is 
placed in the same position as dorsal 
recumbent, except that the legs are 
well separated and the thighs end the 
legs more acutely flexed. This position 
is used for examinations of urinary 
tracts, vagina, cervix rectum and perin- 
eum. 
Because the lithotomy position is an 
embarrassing one for most patients. It 
is important that adequate drapes be 
provided. One way of draping the patient 
is to place a drawsheet across the patient 
go that the lower border is 4 inches below 
the symphysis pubis. Then each of the 
lower corners of the drawsheet are brought 


n. to the mediel aspect of patients thigh. 


ge. 


end tucked around the patient's legs vhen 
upper fold of the drawsheet is lifted the 


^: patient 8 perineum is exposed, the nurse 


should also provide the patient with a 
covering Zor the upper part of the body. 
Sims position - Used for digital (finger) 
examination of the rectum or vagina 
Knee - chest position - This position is 
used chiefly in exeminations of the 
rectum and colon, in this position the 
patient kneels with the buttock upwards.. 
The patient's chest and head rest upon 
the bed surface. PN ; 

It is important that the patient who as- 
sums this position be adequately draped 
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in order to prevent embarrassment end 
to provide warmth. If the health agen- 
cy does not have special drapes, the 
nurse can improvise with e draw sheet 
is placed across the patient, so that 
the lower edge just cover the buttocks. 
The corners are tucked around the medi- 
el aspect of the patient s thighs by 
raising the fold of the sheet, the enal 
area is exposed. 
Te Drape patient properly 
a. to avoid exposing the patient 
b. to keep the patient werm 
c. so that the sheet does not interfere with 
the examination. 
8. Assist with obtaining specimens. 
D. -Nurse's Duties after exemination 
1. After care of. patient 
2. After care of equipment end specimens 
Thoroughly clean end properly ‘disinfect eli 
equipment. cx 
: Send :specimens :to Jaboretory with complete 
requisition sheéts-and labels. 


Special Examinations: 


TN Before general physical examina tion begins, 
find out from doctor if rectal or veginal examination 
vill be done. E 
A. For rectel exer ination: 

1. ?quipment , 
. eae Clean rubber gloves, powder, lubricent, 
b. Speculum (An instrument which stretches 
or enlarges an opening) may or may not 
be used  — 
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2. 


c. Test tubes, slides, cotton applicators 
for obtaining specimen. 
Preparation of patient. 


,.8. Cleansing enema 


b, Dorsal - recumbent or sim's position 


B, For vaginal examination: 


l. 


` Equipment 


Seren ag inaia 


a. Clean rubber gloves, powder, lubricant 

b. Vaginal speculum 

c, Test tubes, slides, cotton applicators 
for obtaining specimen 


General methods .of observation during physical 


examination 

l. Inspection - with eye 

26 Percussion - tapping an erea of body with 
finger tips or percussion hammer. 

3. Palpation - feeling with fingers or hand 

4. Auscultation - hearing, usually with aid 
of stethoscope, to internal sounds es 
heart end lung sounds. 

5. Manipulation - moving or trying to move 


a part. 


Order of Examination : 


i. 


General observations : Body builé end 
stature, state of nutrition, posture and 
gait, nature of speech, mental end emo- 
tional reactions, color of skin, distrib- 
ution of heir, etc. 
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2, Head and neck - Head and neck palpated 
for nodules, IO gland, larynx, 
trachea 

3. Eyes, ears, nose, lips, mouth, throat 

4. Breasts : 

5. Chest, anterior-and postéribr (X-ray or 
electrocardiogram (s. C GT) fa y be done 
if indicated). j 

6. Abdomen (learn four quadrants of abdomen) 

T.  Genitüjia, perineum, anus, rectum. 

8. Legs, both together as Gofifarison, exemined 
for deformities, circulatory disturbances, 
end skin lesions. Also reflexési? fom Lore 


E n^ - moievto rei 
TATNA fO iHaLzTA o eQ HTOuni. 
A D YS (UL ny AS se L ragt 
S Ao eris ngies = E tígpifgomkns 
"tcr henor ÜCarTaldiair UT eae Page 7 
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ISOLATION TECHNIQUE 
(COMMUNICABLE DISEASE CONTROL) 


Definition of Isolation Techniqie: 


Measures instituted to prevent the spread 


of microorganisms among hospital, patients, staff 
and visitors. 


Types ere: 


1. 


3. 


4. 


. 5e 


Strict isolation: used to prevent the trans- 
mission of highly communicable diseases which 
may be spread by either direct or eirborne 
means which possibly cause death e.g. 


, Diphtheria, small pox, Rabieg. 
‘Respiratory isolation: used to prevent trans- 


mission of organism by direct contact or from 


droplets that are coughed sneezed, or breath- 


ed into the environment e.g. meningococal 


.meningitis, pulmonary tuberculosis. 


Protective isoletion: Used to prevent con- 
tact between potentially pathogenic micro- 
orgenisms and uninfected persons who have 
impaired resistance e.g. sever Dermatitis 

such es: impetigo 

Enteric preceution: Used to prevent the trens- 
mission of microorganism through contact with 
faeces e.g. cholera,. Hepatitis, Typhoid fever. 
Wound and skin precaution Used to prevent 
personnel and petient from contrecting in- 
fections via direct contact with wounds or 
heavily contaminated articles e.g. impetigo. 
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6. Saliva: ade de 
Objectives: 


l. 


E 


Objective of strict isolation, res- 
piratory isolation enteriv: precau- 


tion ana wound and skin precaution: 


a. To' control and prevent the spread 
of infection. 

be To provide physiological support 
and symptomatic relief. 

c. To teach the patient, visitors, 
and ancillary hospital personnel 
the essential of infection. preven- 
tion end control. An 

d. To prevent fear and-dllness of the 
petient while promoting his comfort 
‘end safety. 

Objectives of protective isoletion: 

a. To protect the patient from cross- 
infection by ‘strict: adherence to 
isolation precautions. .. e 


b. To provide physiologicel -support 


and symptomatic relief,.. 


c. To assist the patient, family and 


visitors in acceptance of an adhe- 
rence to isolation procedures. by 
thorough explenation and positive 
reinforcement. 
d. To prevent fear and loneliness of 
the patient while promoting his 
comfort and safety. 
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Equipment used in Iso lation Unit: 


1. Strict 
ae In the room. 


i. 


2e 


3. 


isolation and respiratory isolation 


Three lined wastebaskets (one at 
the door, one in the bathroom, and 
one at the bed side) to receive 
contaminated tissues. 

Paper towels in the bathroom dis- 
penser.  — 

Germicidal soap in the bathroom. 


Outside the room. 


l. 


2. 


Strict or respiratory isolation card 
on door. 
Box of disposable masks. 


2. Protective Isolation 


Ge 


In 
Jl. 
2. 


3. 


4. 


‘the room 


Lined wastebasket at the door 
Sphygmomanometer and stethoscope be 
clean and should be left in the 
patient's room until isolation is 
terminateds 

Thermometer should be cleaned, dis- 
infected, end be ready for reuse. 
Fattresses and pillows should have 
plastic covers and should be clean 
‘ed with disinfectant or autoclaved 
and kept clean as available., 


Outside the room. 


l. 
2. 


Protective isolation card on door 
Isolation trolley or table contain- 
ing masks, clean or sterile gowns, 
caps, and shoe: covers. 
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4. 


Enteric precautions 
a. In,the room. 
|^. Soap md wooden sticks for hand 
washing 
a, 2», bined wastebasket, in bathroom and 
. at door , 
3. Thermometer. 
b, Ovtside the Toom , 
l. Enteric precaution card on door 
2. Isolation cart containing gowns, 
gloves, impervious paper or plastic 
. bags for dressings, and linen bags 
marked "Isolation". 
Wound, end skin precautions 
a. In the room " T 
1. Lined Wastebapket a bed side and 
in bathroom 
2. Antiseptic soap for handwashing. 
3. Thermometer 
b. Outside the room 
1. Wound end skin isolation card on 
door 
2. Isolation table putting on it cle-n 
gowns, masks, end gloves, and linen 
bags marked "Isolation", 


Personel contact precaution 
Henóà washing: f 


Follow:the._ hand washing procedure, Heng 


washing is. the single. moet important means of nre- 


venting the spreadcof:microorranism. the hends should 


be washed before and after contact with each n^tient 


or vith his secretions ené excretions. 
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Gown : 


yep 


MEG 
When gowns. are necessary, individual gown 


technique is recommended. This, means that govms are 
worn only once, and then Giscarded for disinfection 
and reuse. Disposable gowns are destroyed in an ap- 
propriate manner. E 

Gowns that are used for isolation technig»e 
are made of washable or disposable. material. host sre 
made to be worn over the outer garments of the weerer 
They are designed with the opening in back end a tie 
around the waist to help keep the EQvn secure ane 
closed, They may have buttons or tie „Strings at the 
neck. These minor variations do not affect the use or 
the value of the gown. All have the same purpose of 
protecting. the clothing of those who come in contact 
with the petient from contamination. 

Supplies of gowns should be avai lable outside 
the immediate patient environment. This allows the T 
wearer to put on before entering the patient's unit. 
There is no speciel way in which a clean gown must be 
put on. However, it should be closed well in the beck, 
s0 thet Al): prts of the wearer's clothing sre covered. 

When the wearer is reedy to leave the unit, 
the gown is unfastened and remove? ty turning it in- 
side out. The wearer takes off the gown en? relis it 
up so thet the contaminated part js inside. Then the 
gown is Giscarded in a sreciel hamper proviged fér, it. 
The weerer now washes her hends. thoroughly. 


ong, 


Fasks 


Masks serves as. a barrier in cerrying for. 
& petient who has a communicable disease which cen 
be trensmited via the respiratory trect.  , 
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The mask is intended to filter inspired and 
expired eir in order to trap organisms in its reshes. 
The purpose of the mask should be understood by the 
wearer. For example, if & patient has active pulmona- 
ry tuberculosis; it is recommended that he wears the 
mask to provide barrier for the pathogens he mey ex- 
hale. 

(When masks are used, they should be storeé 
‘with the gowns outside the patient's unit, and put on 
before persons enter the room. They should cover both 
the nose and mouth, and be worn only once. Masks ere 
of no value and danger to the wearer when they are 
lowered around the neck. 

Koisture makes masks ineffective. Therefore, 
they should be removed and appropriately discarded es 
frequently as necessary to keep them dry.) 


, Gloves :- 

Gloves may be worn in some situation during 
certain phases of patient care. They may be used es e 
barrier when the nurse handles wound dressings or 


when she carries out treatment if drainage is present. 


Hair and shoe covers : 


Hair and shoe covers are not used generally 
excent in some protective precautions. When hair -covers 
.are worn, ther should cover all hnair on head, Shoe 
covers should protect the shoes es well as the open 
ends of trouser Jers, 


Excretion end secretion vnrecautions: 


Orgenism cen escane from the host throurh 
body secretions and excretions. Urine, faeces, and 
respiratory, oral, vaginal, and vound dreinase rey 
require special precaution. 
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P SERN H 

Urine and faeces may need to be treated 
before disposal into the sewage system. This pre- 
caution is unnecessary in those communities in which 
the: sewage system. is adequate for the destruction of 
organisms. 

The safe practice to empty the bed pan is to 
rinse it thoroughly with cold water, wash it with soap 
or detergent end water, if necessary , and sterilize it 
with steam under pressure before reuse by enother 
patient. Disposable bed pens end urinal are preferred. 

Tissue wipes end other items may be conta- 
minated by wound, mouth, nose, or vaginal drainage. 

The usual technique is to place the contamineted 
materials in a water proof beg and then double beg it. 
The entire bag is then discarded by incineration or 
other methods of the agency's choice, ' 


Equipment and supplies vrecaution : 


Equipment and supplies conteminated by pa- 
thogens can become vehicles for infection transmis- 
Sion if effective barriers are. not developed. Common 
equipment used in providing patient cere should be 
left in the patient room whenever posibile for his 
exclusive use, Exemples include sphymomanometer and 
stethoscope end thermometer. 

Disinfection of such equipment should be 
done in an appropriate menner. . 

i The extensive use of disposable equipment 
like syringes needles etc. make the safe handling 
of contaminated supplies much easier. 

': For items of clothing that are not washed 
easily in a machine, airing in sunlight for six to 
eight hours is effective against many organisms. 


1 
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TERMINAL CLEANING OF THE PATIENT'S UNIT 


"use d 


Deffnition: ` af BE Oon ous 


CE: RE 5 


The dlenginé and disinfection’ of "ihe anit 
and its contents efter it bas. „peen evacuated ‘by the 


patient d i‘ 

al * E Sev Alena : cu wy ne $i eur 
WM TUE se arer aT Ne eec ORE WEE ROY cM goee€08t9sb T2 
PurposeS:. .. goo er 


PES LAR ct ifc p^ git bor 


a. To prevent croas-infection 
; be To prepare the unit for a new admission 


Equipment.: 
1. Cleaning basin containing hot water 
2. Cleaning cloths | oe 
3. Scouring powder 


at vad otrj s. 


do 5 abadian 


4. Soap 
Newspapers 
Je pap ISIU wt ase fae fac Ur bz duemcrnos 


6. Brush NCMO A RE RE 


(2 OMe seroma item 


sa ln pelar H mae PS , 
Procedure : oe ne dT: RT M 


1. Open the vindowi to aff Giit wh diever*pés- 
sible HEB EETA it JJ F ^3 
2. Dispose of trash ga” Tdi al f'unnecepaery 
[a ne domes LE ut Gus 


articles 
3. Care of Bed: Remove diliw? gasés end put 
pillows on chair. Ló98595b46ü81bg all around 
bed, Remove one piece bE 1196 &t a time; 
i look for articles belong ag to” patient; then 
x fold or roll linen (With soilea gurface 
inside) and plece in ndry Hamper. 
4. Strip bed completely ava place- muslin mett- 
ress cover, if any in hin utidry . Place rubber 
sheet on back of chaj ^ ?5 87 
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5. 
6. 
Te 
8. 
9. 
10, 


ll. 


12. 


13. 


14. 


15. 


16. 


17. 


18. 
19. 


20. 


2l. 


Remove all articles from bed side-table to 
utility room. 

Place cleaning equipment on bed-side.-table 
Spread newspapers om floor under bed. 
Dampen brush with soap and water. 

Brush top surface of mattress with dampened 
brush. l 

Fold cotton mattress to foot of bed. Brush 
exposed surface with dampened brush. 

Raise headrest of bed, if possible. With 


.cloth wrung from warm soapy water, wash 


springs end bed Frame. 

Lower headrest. Unfold mattress and fold 
lower half to head of bed. 

Brush exposed surface of mattress toward 

foot of bed with dampened brush. 

Place rubber sheet on springs. Wash with 
dampened cloth. Dry well. Turn onto mattress 
(Clean side down) and wash other side. Dry 
well and hang over head of bed. 

Place pillows on springs. Clean with dampen- 
ed brush. Turn onto mattress (clean side down) 
and clean other side. 

Elevate knee rest of bed, if possible. Wash 
lower half of bed frame and springs. 

Lower knee rest. Unfold and turn back 
mattress. .; 

Dust and clean casters, if present. 

Leave bed to air for several hours, if 
possible. B 


Care of the hair and bed side table: 


Protect the floor with newspaners. 
Wash ell surfaces of the chair with soap 
end weter and dry thoroughly. 
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22. Put basin and cleaning equipment. on floor; 
(protected with newspapers). Wash bed side 
table inside and outside adu id table 
drawers coc c7 > nete see qus 


After egreéfof the cleaning eouinment: 
l. Remove equipment to utility TO Om, 


E Got oF arc 
2. Discard newspapers. TN 
Be. Clean end repiece equipment according vo ; 
| hospital policy. B 


CARS UMC 


Te Meke ved. Rec to hegi 
2..., Clean and jðġsinfeobbeg side table equipment 
accordingrto thespitel poli dys. 
3, -Replece article. -for peftsonal cere: ME 
foo: Water pitcher end glass™ ^^---- 
ber: Wesh ‘basin PED 
c. Soap dish ^ 
vae dát Emesis basin 


^re. Mouth wash cup c. 
4. Meke sure unit is in order end ready for new 
‘pr patien 7 E 


Points to remember: s 


1.. Report any property thar is found left in z 
the unit. ; 
2. Bo mot sheke soiled nens and cause Spread 
: of aust anc germs. 
Always hoid soiled linens away from your 
. clothing., 
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4. 


5. 


6. 


Sun end air the mattress; pillows end blen- 
kets, when possible. If blankets are gross- 
ly soiled, they should be sent to laundry. 
separate from the.rest of the bed linens. If 
mattress has a rubber protective cover it 
should be cleaned the same way as for other 
rubber erticle and dried thoroughly. 

Change cleaning water when it becores dirty 
or too soapy. . f | 

When brushing the SE EraRA, do not eee 
seams and sides. See thet they ere free from 
dust. 

When using brush, clean with the direction . 


.of action ewey from you. This keeps germs on 


dust partial eway from your hair end fece. 
Inner spring. or foam rubber mattress should 
not be foldec in half. Rather, turn mettress 
crossways onto “foot ed of bed, then onto 
head, 

If possible, pliow unit to air a few hours 
before meking the bed. 
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ense 
DAILY CARE OF THE PATIENT'S UNIT 
j (Concurrent Gare ). em ej gis bm fe. 
Definition:  ... see, dope dace nidis 


The provision of clean, “comfortable ,.sefe 
end pleessnt Sirius in the: patient's simmediate 


BS i^c Teu waklin Bona" RRIT 


environment. 

i^ vn ws emor od bBessafs ad Bfgorix 
hbefv^ hree elstdugm adde 

B. To »*event cross" infectiomos ents. 

b. To assist in en early lacie dau 

© the sk rem benefits mest car 


Purnose: 


Te qutd tai zabo "maa 
Tan 
Procedureti.-7:^ emt 4 mant m^ 0 rant 


1; Keep the floors clean and ary. Deu 
immedietely anything thet is spied vi 
the floor such as water, Tooc, voni fg 

P Return E "equipment vhith ‘te not in ude 
to proner place. ee =, 

3. Keep the rsdiators, window sills ed chairs 

—' eleare of eny articles, kt possible. 

4. Keep the tables clean end free off unnecessary 
erticles. . f 

5 Keep the beds and tebles in alignment and 
eway from the wall. Keep the wheels on the 
bed turned in end crank handles on the bed 
frame dow, out of the wey. 

6. Adjust the lighting to the best advantege 
for the petient's comfort. Avoid glaring 
light in patient's eyes. Adjust the window 
shades, if my, or curtains neatly and uni- 
formly then this does not interfere with 
good lighting. Replace burned-out tulbs et 

once, 
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T. Adjust the ventilation; avoid having the 
-p&tient in a draft. If possible, regulate 
the temperature and humidity to seintain 
a constant comfortable level. 


8. Remove the ceuse of unpleasent odors prompt- 
ly, whenever possible, 

9. Report eny defective equipment such es 
electric cords and eppliences, or defec- 
tive plumping wetch for end report fraved 
electric cords on floor, and for loose 
connections. 


10. Prevent unnecessary noise such as loud 
talking, dropping end banging of articles. 
Fncourege patient to avoid talking loudly 

11. Keep alert for and remove or report to 
nurse incharge, any accident or fire hazard- 

12. Wash beds, tables, chairs at reguler tires 
as instructed. Changé screen covers regular- 
ly. Dust light fixtures and light bulbs 
daily; wash shades and globes et regular 
intervals. Do not use a wet cloth on elect- 
ric fixtures or polished furniture. 

13. Develop a system of work to save time and 
energy, but that does not result in over- 
casualness in the importence of cleanliness. 
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BLOOD DIAGNOSTIC TESTS 


Bl .Diag/1 


» Name M Normal” range CC 
l. Hemoglobin HB - _ Male “13-16 gm/à 2.5 
Coon US Female *12=14: gm/d 
2, White blood cells + § 000-10, 000cc 2.5 
: Sj" Red blood galls R.B.C 5 sues z 
tu Male . 4,600, 000- Der cubic 
. HAND 6,260, 000 Yi 
: Jéskle "AQ dbo- © 
SE U «rrr: 200 , O00 
Ay Boeene "blood ar T aviy 
T B.S. 60-120mg/100ml 2ce 
Ge Erythrocyte Sedimen- " 
tation Rate E.S.F. ay 
Nale C-9mm/Hr 2cc 
"T. Female | O-20mm/Hr 2cc 
6. Prothrombin time P.T. 2cc 
T. Partial iüpombopiass 
tine P.T.T4 2cc 
B. ` Clotting time J5-10 min 2cc 
"9. Bleeding time 2308ec-6min 
10. ‘Serum Sodium «185-155mEco/L 2cc 
“Th. Serum Potassium 223.5-5.5mEq/L 2cc 
‘12. Serum Chloride ;i.96-10TmEq/L 3cc 
93° "Serum Urea so h da20-50mg/100ml —— 2cc 
Y4. Serum Creatinine .O,T-1.4mg/100ml 6ce 
15. Serum lactic Dehydro- vis ~: 
J genase L.D.H. 56-175 1.U./L 2cc 
16. Serum Glutamic oxalo- 
acetic Transaminase 
d $.G.0,.T., 7-40 1.U/L 2cc 
17. Serum Glutamic Pyruvic 
Transeminase S.G.P.T, 7-40 1.U/L 2ce 
18. Serum Cholesterol 140-250mg/100ml 3cc 
19. Serum Uric acid Male 2.5-7mg/l00m1 Acc 
Female 2.5-6.5mg/100ml 
20, Serum Bilirubin 0.,2-1.0mg/100ml 3cc 
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Name s Normal range CC 


21. Serum Phosphorous 2.5-4.5mg/100ml ` 3ec 
22.. Sérum Caleium : 8.8-10.5mg/lOO0ml  10cc 
23. Serum Alkaline phos- 

phate 30-100 1.U/L 3cc 
24. Serum Albumin. 3.6-5.2gm/100ml 3ce 
25. Total Iron 60-160mg/100m1 10ec 
26. Bromsulphalein BSP Upto 5% ` 10ce 
27. Albumin 2 50-70% T Sec 
28. Serum Globulin 1.7-3.97m/100ml Sec 
29. Total Serum Proteine 1.7-3.9gm/100m Sec 
30. Latex: | d 3ce 
31. ANF | 3ec 


32. Venereal disease 


Research labora- E 

tory VDRL:- 3 
33. Mean corpuscular 

Volume MCV 80-94cu.microns 2cc 
34. Mean corpuscular | 

Hemoglobin NCH 27 -32U,.Ugpercell 
35. kean corouscular 

. hemoglobin con- E 
Concentration. MCHC 0.5-1.5%0f red cell 
36. Antihemophilic facter 
AHF 
37. Phenolsulfonphthalein 
“ESE RSP 

38,  Phenylketomiria PKU 
39. Oruithine carbamyl ek 

transferase OCT 8-20M/U/ml' 
40, Widal Test: ... ; 2cc 
41. Iron Binding capacity  260-410Ug/100m1 10cc 
42. 73 Uptake I.B.C. 55.354 Ace 
43. T3 Trilodothyronine - Acc 
4^. T4 Thyroxine 4.5-11.5Ug/à1 4cc 
45. T4 Thyroxine Free 1.0-22rg/à1l 4cc 


46. Thyroid Stimulating 0.10ULV/ml 
hormone TSH 


47. Thyroid Binding 10-26Ug/d1 
Globulin’? .B.G. 
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